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introduction of laboratories into hospitals 

has also introduced financial and professional 
complications. The transition of hospitals in the 
United States from institutions which in the early 
days were solely for the care of the sick poor to 
institutions providing care for all classes in the 
community has been gradual but constant. In 
this way an evident economic need has been met 
in a democratic and efficient manner. 


Tie admission of private patients and the 


One hundred years ago there were no labora- 
tories in hospitals. Today medicine requires 
laboratories in all hospitals. The last fifty years 
‘has seen the development of pathological, bio- 
chemical, and metabolism laboratories, x-ray and 
anesthesia departments and similar diagnostic 
and therapeutic services requiring complicated, 
costly equipment and highly skilled medical and 
technical personnel for their operation. These 
laboratories and services have been developed in 
hospitals in response to the demand by physicians 
and patients that these aids to diagnosis and treat- 
ment be made available to them. 


Essentials of Hospital Service 


The change from a charity hospital to one in- 
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cluding other classes in the community has com- 
plicated the former simple relationship of patient, 
doctor, and hospital. The development of labora- 
tories with paid medical directors has introduced 
a further professional complication. Thinking 
doctors and hospital administrators confronted 
with these problems are seeking fundamental 
principles by which they may be guided in solving 
them. 


The advent of hospital insurance plans has led 
to a request by some medical societies that x-rays, 
pathology, clinical laboratory, and anesthesia 
service should not be included in the benefits of- 
fered to subscribers, on the basis that they are 
not usually considered hospital service and that 
as they often include professional service, to so 
include them would constitute the practice of 
medicine by the hospital. 








To support their contention that such services 
should not be included in hospital service they 
rely upon the report of the Bureau of Medical 
Economics to the House of Delegates of the Amer- 
ican Medical Association at the 1937 Atlantic City 
Convention, which said: 


“If hospital service is limited to include only 
room accommodation such as bed, board, operat- 
ing room, medicine, surgical dressings, and gen- 
eral nursing care, the distinction between hos- 
pital service and medical service will be clear.” 


This appears to be a clear and simple statement, 
but is it? Are there not other services customarily 
provided by hospitals which are expected and ac- 
cepted by physicians and patients alike? 


Requirements of the College of Surgeons 


The American College of Surgeons stipulates 
that a hospital must provide not only a competent 
staff but “diagnostic and therapeutic facilities 
under competent supervision—for the study, diag- 
nosis, and treatment of patients, these to include 
at least, (a) a clinical laboratory providing chem- 
ical, bacteriological, serological and pathological 
services, (b) an x-ray department providing 
radiographic and fluoroscopic services.” 


Requirements of the American Medical 
Association 


In order that a hospital may properly instruct 
its interns the American Medical Association re- 
quires that the following equipment be provided: 


“1 A clinical laboratory in charge of a patholo- 
gist of attainments and standing at least 
equal to those of other staff members. 


2 A roentgen-ray department in charge of a 
roentgenologist whose attainments are at 
least equal to those of other staff members. 


3 Equipment and facilities for and expert 
supervision, preferably by a staff member, 
over the administering of the usual kinds 
of anesthetics. 


4 A working medical library in charge of a 
librarian.” 


These requirements of national organizations 
have been generally accepted by hospitals, physi- 
cians, and patients as essentials of a good hospital 
and thus it would seem that pathological and 
clinical laboratories, x-ray, and anesthesia serv- 
ices should be considered as integral parts of 
hospital service and are expected by doctors and 
patients. It is evident they result in better care 
of patients. 
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Hospital Service Makes No Distinction Between 
Charity or Pay Patients 


Hospitals usually classify patients as charity or 
ward patiefits, semi-private, and private. It has 
long been a principle of hospitals that medical 
and nursing care of patients should be the same 
for all classes, the distinction between them rest- 
ing upon the basis of physical comforts, privacy, 
and more congenial surrounding and the payment 
or non-payment of a professional fee. 


If we accept the principle that laboratory serv- 
ice is a part of hospital service it is almost 
axiomatic that it should be available to all classes 
of patients. 


The Two Parts of Hospital Service 


One more point in regard to hospital service 
must be considered. Up to now only hospital 
service to the patient has been considered. It is 
clear, however, if one stops to think, that hospital 
service consists of two parts—service to the pa- 
tient consisting of bed, board, medicine, surgical 
dressings, and general nursing care; operating 
room, x-ray, pathology, anesthesia and labora- 
tory service, and service to the doctor such as the 
aid of residents, interns, and secretaries, tele- 
phones, instruments, and apparatus provided 
without expense to them by the hospital, and lab- 
oratories with technicians wherein they may work 
or from which they may receive diagnostic as- 
sistance. Of course, many of these services over- 
lap and it is hard to tell in many instances where 
service to the patient ends and service to the doc- 
tor begins. Some, like intern service, is beneficial 
to both doctor and patient, but it is clear that the 
doctor is receiving a great deal of help from the 
hospital; his time is conserved, he is saved the 
expense of instruments and apparatus and many 
other expenses which he would have to bear if 
practicing outside the hospital. But it all results 
in better care of patients. 


Economic and Professional Relationships of 
the Doctor and the Patients 


In the charity wards it seemed clearly the duty 
of the hospital to make it as easy as possible for 
the doctor who gave of his time and skill. In 
order to provide equal facilities for the care of 
private patients the same organization, the same 
equipment built up in the charity wards was 
naturally carried over. But the economic and 
professional relationship of the private patient to 
the hospital and to the doctor became entirely 
different. Here the patient is expected to pay his 
way in full to the hospital and a professional fee 
to the doctor. 


Relative to this matter of professional fees, it 
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is generally the custom that the care of patients 
in the charity wards shall be shared in rotation 
by members of the staff and patients must accept 
the staff member on duty as their physician and 
that no professional fees be charged for this 
service. Semi-private and private patients may 
choose any member of the staff as their physician 
and the relationship in this case is obviously a 
very personal one and professional fees are 
charged in accordance with the financial status of 
the patient and the hospital accommodations oc- 
cupied, and are paid directly to the doctor. Ifa 
consultant is called in he must be acceptable to 
both patient and physician and again the rela- 
tionship is essentially a personal one. But 
suppose, as is the case with almost all patients, 
that x-rays, pathological, or various laboratory 
examinations are needed, what then is the rela- 
tionship of the roentgenologist or pathologist to 
the patient? Even though the request for such a 
service is in the nature of a consultation with the 
head of a laboratory service department it would 
seem that his relationship to the patient differs 
from that of a clinical physician or surgeon. The 
patient has no choice nor selection but must accept 
the person appointed by the hospital. The depart- 
ment head may or may not see the patient. The 
laboratory report may be merely the transcription 
of a standardized examination performed by a 
technician which will be interpreted by the pa- 
tient’s physician. On the other hand, it may be 
the result of a careful professional interpretation 
by the department head—a real consultation. In 
most cases there is a combination of technical 
service provided by hospital paid technicians 
using hospital equipment under professional di- 
rection and also professional interpretation and 
service by a competently trained M.D. who re- 
ceives compensation by some arrangement with 
the hospital for such services. Obviously a 
private patient should pay in some way a profes- 
sional fee for this service. 


Fee for Technical Service and the 
Professional Service Fee 


In order to carry out these arrangements, the 
custom has grown up of using schedules of 
charges for x-rays, laboratory, and other services 
adjusted to meet the financial status of the differ- 
ent classes of patients. In computing this schedule 
the entire cost of the service is considered but is 
adjusted so that the charges to ward patients 
include only the cost of technical service while 
those to private patients include both technical 
and professional service. While it is possible in 
the case of private patients to separate this serv- 
ice into a charge for technical service to be paid 
to the hospital and a professional service to be 
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paid to the department head, such a procedure 
leads to such obvious disadvantages that it has 
been discarded almost universally. First of all 
it would encourage physicians to request only the 
technical laboratory report which they would in- 
terpret themselves—a dangerous procedure in 
some instances and one which would break down 
the present desirable association between clinical 
and laboratory medicine. Secondly, it would be 
difficult if not impossible to carry out by such a 
separation the various arrangements made be- 
tween hospitals and laboratory heads. 


Varied Arrangements Between Hospitals and 
Roentgenologists 


For instance, the rapid development of roent- 
genology has given rise to varied arrangements 
between hospitals and roentgenologists, which 
have finally been crystalized in a set of “Principles 
of Relationship between Radiologists and Hospi- 
tals” and accepted by the American Hospital 
Association and the Radiological Inter-Society 
Committee representing the various Roentgeno- 
logical Societies. Upon the subject under consid- 
eration these Principles state, “Inasmuch as no 
one basis of financial arrangement between a 
hospital and its radiologist would seem to be 
applicable or suitable in all instances, that basis 
should be followed which would best meet the 
local situation. This may be on the basis of salary, 
commission, or privilege rental, but in no instance 
should either the hospital or the radiologist ex- 
ploit the other or the patient.” 


If a salary is paid by the hospital, to divide 
x-ray service into a charge for technical service 
and a charge for professional service, both to be 
collected by the hospital and distributed, is a 
clumsy way of doing what may be done better 
through one charge. 


Salaries 


The payment of a salary to a member of a hos- 
pital staff is actuated by the desire of the hospital 
authorities to provide better care of patients by 
employing a competent physician, surgeon, path- 
ologist, radiologist, or anesthetist who shall be re- 
sponsible for the administration of his department 
and who in many instances is expected to give his 
whole time to the direction of his department, the 
care of patients, the teaching of students and to 
investigation. As hospitals have grown in size, 
as medicine has become more complex, as teaching 
standards have risen, it has been realized that doc- 
tors, even though willing, could not accept the re- 
sponsibilities set forth above and carry on a pri- 
vate practice which would return a satisfactory 
competence. The payment of a salary by the hos- 
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pital, or often a combined salary paid by hospital 
and medical school for positions in teaching hos- 
pitals, has naturally resulted. Moreover, in cer- 
tain departments as for instance pathology and 
clinical laboratories it has been recognized that the 
returns from professional fees were seldom ade- 
quate to attract men of ability, and that the only 
way in which hospitals could meet the require- 
ments which they, the American Medical Associa- 
tion, and the College of Surgeons deemed reason- 
able was to guarantee through a salary a yearly 
income to those holding these positions. 


Primary Object of Hospitals and Doctors 


What does all this amount to? We have tried 
to show that the admission of private patients and 
the development of laboratories have brought 
about new relationships between hospitals, pa- 
tients and physicians; that professional fees may 
be paid by private patients directly to physicians 
and surgeons or indirectly through salaries or 
commissions from charges made by hospitals for 
laboratory service, these charges including both 
technical and professional services; that salaries 
are a reasonable mechanism adopted by hospitals 
to attract competent doctors to departments 
which in some instances would not provide ade- 
quate professional fees; that the payment of 
salaries in all instances is activated by the desire 
to provide better care of the patient and greater 
security for the doctor; that hospital service 
includes both service to patient and to doctor and 
that it is unwise to try to separate technical lab- 
oratory service from professional laboratory 
service. 


We can all agree, I think, that the primary 
objective of both hospitals and doctors is to pro- 
vide the best possible care and treatment of 
patients. We can all agree, I think, that the 
developments just named tend to do that. Why 
then must we try to separate these efforts into 
hospital service and medical service. As long as 
the patient benefits what difference does it make 
whether this benefit comes from hospital service 
or from medical service, or as is usually the case 
from both. Is it not foolish to worry about where 
hospital service ends and medical or professional 
service begins, and whether or not the hospital 
is practicing medicine? In a sense ever since 
hospitals selected doctors for a staff and assigned 
them to care for patients in their wards they have 
been practicing medicine and since this was so 
evidently for the benefit-of patients it has been 
accepted as good. If a hospital goes a step 
further and instead of exchanging renown and 
opportunity for free medical service, pays a 
salary to a physician, surgeon, roentgenologist, 
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pathologist or anesthetist in order to improve the 
care of patients through providing more efficient 


‘organization and direction does: this make it 


practice medicine or if it does is it iniquitous? 
It is held ethical for a number of doctors to asso- 
ciate themselves as a group clinic with the avowed 
purpose of producing better care of patients and 
with hope of gaining for themselves greater pro- 
fessional rewards. If this is so how can there be 
objection to a non-profit hospital which is an 
organization by which no individual or individuals 
may profit financially, arranging with doctors in 
various ways with or without salary or commis- 
sion to serve upon its staff, provided that in no 
instance shall such arrangement exploit the hos- 
pital, the doctor or the patient. This application 
of the Golden Rule is, I believe, the sword by 
which we may cut the Gordian Knot of Contro- 
versy into which this consideration of hospital 
service, medical service, the practice of medicine, 
the division of technical and professional fees has 
become entangled. 


Hospital Service and How It Should Be Provided 


In conclusion, let me submit these points: 


1 That hospital service shall include every 
service that will result in better care of the pa- 
tient. That it shall include service to the doctor 
as well as service to the patient. That it shall 
include specifically pathological, clinical labora- 
tory, roentgenological, and anesthesia service. 


2 That these and all departments shall be di- 
rected by qualified phySicians. 


3 That such services shall be available to all 
classes of patients, according to schedules ad- 
justed to meet the financial status of the various 
hospital classification of patients; such schedules 
to include the equivalent of a professional fee for 
semi-private and private patients but without 
such equivalent for charity patients. To accom- 
plish this an accounting system should be in- 
stalled which will show the cost to the hospital 
of maintenance and technical service. 


4 That some equitable adjustment for services 
be made between hospital and physician and in 
determining this the character of the hospital 
should be taken into consideration and that no 
arrangement shall be made that will exploit the 
patient, the physician, or the hospital. 


5 That in providing such services and by the 
payment of salaries or other methods of compen- 
sation hospitals are not violating medical ethics 
but are providing services expected and desired 
by physicians and patients and sanctioned by 
national medical organizations. 
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the last ten years to visit quite systematically, 

the great historical hospitals of the world. I 
propose to give you a somewhat gossipy account 
of those journeys and to draw such conclusions 
concerning our modern situation as this historical 
retrospect may suggest. 


| HAS been my privilege and pleasure within 


The institution of the hospital has been a part 
of mankind’s experience and equipment for many 
years. It seems to be an integral part of any 
civilization which he sets up. The forms of gov- 
ernment, of law and religion, of social conduct, 
may change, but in his method of living there is 
always included some means for segregating and 
tending the sick. 


Hospitals Before the Christian Era 


If we are willing to stretch a point and call 
those great healing temples of the Old World, 
hospitals—which in every true sense they were— 
we can say that hospitals existed in Egypt long 
before Moses lived, long before Greece was a 
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nation or human civilization had spread out over 
the Mediterranean. 


The Temple of Philae, far up on the Nile, in a 
salubrious climate, near springs and the running 
water of the great river—a natural site for a 
hospital—was devoted to the Egyptian god, 
Imhotep, the predecessor of Aesculapius. On the 
walls of this temple we see pictures which indi- 
cate that the Egyptians knew the infectious na- 
ture of trachoma, and employed methods which 
are not greatly divorced from our modern meth- 
ods in the handling of wounds, fractures, and dis- 
locations, and other surgical diseases. 


In Greece, the most famous of the healing tem- 








Old Roman Operating Room 


ples is that on the Island of Cos, reputedly the 
birthplace of Hippocrates, the Father of Medicine. 
Certainly it was operating there about 450 B.C. 
and probably long before. 


Like all the other healing temples of Aescula- 
pius, its site was selected on account of the pres- 
ence of mineral springs, a river or lake for bath- 
ing, a combination of mountain and seashore 
climate. Patients were attracted from all over 
Greece; in fact, from all over the world. They 
were brought into the temple and the ritual of 
healing was rigidly followed. Access to the shrine 
was forbidden to the unclean and impure and the 
suppliants for aid had to submit to a careful 
purification, to bathe in the sea or the river, fast 
for a prescribed time, abjure wine and go on a 
rigid diet. Besides dieting and the use of mineral 
waters, they were treated by physical exercise, 
massage, and inunction. Psycho-therapy had a 
very important part in the temple ritual, and the 
patient was induced to go into a sleep or trance, 
during which the priest came to his pallet and 
knelt down and whispered comforting suggestions 
so that it was almost a form of hypnosis. 


School and Hospital of Salerno 


Coming down the years of history, we hear 
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widely of the great school and hospital of Salerno, 
in Italy, a few miles below Naples. This school 


- was so famous that descriptions of the regimen 


were published and their publication persisted 
almost to modern times. 


In this Regimen Sanitatis Schola Salernitatis 
occur such sensible suggestions as: 


“Use three physicians still: first Doctor Quiet 
Next Doctor Merryman and Doctor Dyet” 


or, in an easier and better translation: 


“Joy, Temperance and Repose 
Slam the door in the doctor’s nose.” 


Hospitals, in our modern sense, began to appear 
shortly after the decline of Salerno. Of the hos- 
pitals which are still standing and have a con- 
tinuous record on the same site or in the same 
buildings, there is some dispute as to which is 
the oldest. 


Oldest Hospital in Continuous Operation— 
Hétel Dieu in Paris 


The decision probably goes to the Hotel Dieu 
at Paris, which was founded by the Bishop of 
Paris about 660 A.D. It still stands close by 
Notre Dame, although there is only one building 
still operating which has any pretentions to age. 
On this site, however, Ambroise Paré, one of the 
greatest surgeons of all time, to whom is credited 
the use of the ligature for the purpose of stop- 
ping hemorrhage, practiced in the sixteenth cen- 
tury. In later time, such men as Corvisart, the 
physician of Napoleon, and the Baron Dupuy- 
tren, practiced and taught. 


The hospital was open almost exclusively to 
charity patients and mostly those who had no 
homes. I shall speak later of the phenomenon of 
the supplanting of the home by the hospital as 
a place to be sick. In times of epidemic and war 
with wounded patients, the capacities of these 
institutions were taxed to the utmost and, indeed, 
all discipline and order broke down. 


We have in the account in Tenon’s Memories 
of the Hospitals of Paris, printed in 1788, a de- 
scription of the old Hotel Dieu which is far from 
inviting. There were 1220 beds, most of which 
contained from four to six patients, and about 
486 beds for single patients. The large halls con- 
tained over 800 patients crowded on pallets or 
often lying miserably on heaps of straw which 
were in vile condition. Ventilation was usually 
so abominable that the attendants and inspectors 
would not enter in the morning without a sponge 
dipped in vinegar held to their faces. If any 
contagious diseases appeared, they spread through 
the hospital at a rapid rate. 
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Tenon’s report resulted in a furor of discussion 
and reforms were about to be carried out when 
the old buildings of the hospital took fire and 
were nearly completely destroyed. The hospital 
was rebuilt largely on its present site, away from 
the front of Notre Dame and no such scandal has 
been repeated in its record. 


Its rival in age is the Hotel Dieu at Lyons, a 
beautiful old building which was once the profes- 
sional home of Francois Rabelais. 


Older Hospitals in Italy 


Old Italian hospitals of the same type which 
are of interest to the visitor, as well as to the 
art student, are the Ospedale del Ceppo in 
Pistoia, built in 1277. On the facade of the build- 
ing is that wonderful frieze which depicts scenes 
in a mediaeval hospital, done by Giovanni Della 
Robbia. 


An even older hospital is the Ospedale Santa 
Maria Della Scala at Siena, which is said to have 
been founded in 832, and which is also interesting 
from the standpoint of the art student because of 
the famous paintings by Dom di Bartolo. 


Early French Hospital 


To return to Paris—there are other hospitals 
there which claim the interest of the student of 
medical history. Not far from the Hétel Dieu is 
the famous Necker Hospital where, in 1816, 
Laénnec discovered the stethoscope. 


Just around the corner from it is the great mili- 
tary hospital of Val-de-Grace. In the courtyard 
stands a statue of Baron Larrey, Napoleon’s great 
surgeon-general, who revolutionized the methods 
of military surgery. Here, also, at the Val-de- 
Grace, Villemin proved the contagiousness of 
tuberculosis and the epigrammatic sentence which 
he left indicates the military nature of his ex- 
perience: “The tuberculous soldier,” he said, “is 
just as dangerous to his barracks-mates as a 
single sheep with anthrax is to the rest of the 
flock.” 


Many will be interested in the special hospitals, 
such as La Salpétriére, where Pinel worked. To 
him is given the credit for having revolutionized 
methods in the treatment of the insane and made 
them humanitarian. 


In front of the hospital is a large statue of 
Pinel and against the gate an enormous statue 
of his successor, almost as famous as he, Jean 
Martin Charcot. 


St. Bartholomew’s 


No visitor to London, no matter what his in- 
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Treatment of the Sick. Painting by Domenico di Bartolo 
in the Hospital of Santa Maria della Scala 
in Siena. (Alinari) 


terests—whether medical, antiquarian or artistic 
—can afford to neglect to visit the oldest hospital 
in an English-speaking country, which is still 
doing business on its original site—St. Bartholo- 
mew’s. The front of the hospital, facing the great 
market of Smithfield, where once was held St. 
Bartholomew’s Fair, and where once the fires 
were lit to burn the great martyrs of the English 
church, is marked by a magnificent gateway done 
by Inigo Jones, with a statue of Henry VIII, the 
patron of the barber-surgeons. 


The hospital was founded in 1123 and has a 
long and distinguished history of service to man- 
kind. The founder was a monk named Rahere, 
a frivolous courtier at the court of Henry II until 
the hideous tragedy of the White Ship in which 
the Prince of Wales and his bride were drowned 
sobered the king and his court. Rahere made a 
pilgrimage to Rome and there he had a vision 
which commanded him to return to London and 
found a hospital at Smoothfield. 


The nursing at first was monastic, although in 
the days of Henry VIII it was turned over to 
secular attendants, the nurses in- England are 
still called “Sister” in recognition of the early re- 
ligious nature of the hospitals. 


The non-medical visitor will probably be most 
interested in the Church of St. Bartholomew, the 
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Tomb of Rahere 
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Bartholomew-the- 
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Lesser, which stands at the east end of the hos- 
pital. Here, in the oldest building standing in 
London except the chapel of St. John in the Tower, 
is the magnificent tomb of Rahere himself. 


Somewhat out of the beaten path of the aver- 
age tourist, the Chapel of St. Bartholomew, the 
Lesser, would interest any artistic visitor. In 
the great hall of the hospital there hang some 
paintings by Hogarth, known to all art con- 
noisseurs. One represents the Pool of Bethesda 
and one the Good Samaritan. Hogarth presented 
these to the hospital. 


Captain Coram’s Hospital 


Another London hospital which has memories 
of Hogarth is the so-called Captain Coram’s Hos- 
pital. It was a foundling hospital. Captain 
Coram was a humanitarian, retired sea captain, 
who was shocked at finding in his walks around 
the north of London, the naked bodies of babies 
who had been left there to die, some of them still 
barely alive but perishing from cold and hunger. 


He founded the hospital and the original site 
stands just back of Russell Square, although very 
little is left of the original buildings. It is now 
a playground for chilren known as. Captain 
Coram’s Playground. 


The original procedure was to hang a basket 
outside the door and let any distressed mother 
put her infant in the basket, ring the bell and 
walk away. This idea so impressed Hogarth and 
a number of his artist friends that they painted 
and presented to the hospital a number of paint- 
ings still considered to be extremely valuable and 
characteristic of their time. Indeed, this small 
group was the nucleus of the Royal Academy, 
which now holds its annual exhibition in Bur- 
lington House. 
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Moorfield’s 


_ Another hospital with a history interesting to 
certain practitioners is Moorfield’s, the great eye 
hospital of London. Its origin is due to the fact 
that the English soldiers who had been in Egypt 
to fight the Napoleonic invasion, returned with 
trachoma. So many of these soldiers were so 
afflicted that they became a problem. Not the 
least of the problem was that nobody had made 
any special study of the eye and its diseases and, 
in fact, its practice was considered somewhat low, 
being largely in the hands of quacks. 


A pupil of Sir Astley Cooper, John Cunning- 
ham Saunders, became interested in these cases. 
He had been apprenticed to a provincial surgeon 
and, according to the rules, was not competent to 
take the examination of the Royal College of 
Surgeons for that reason. Seeing that the better 
surgical posts and careers were closed to him, he 
decided to take up the study of the diseases of 
the eye. He interested the physicians of Guy’s 
and St. Thomas’s in this project and funds were 
raised to establish the old London Dispensary for 
the Relief of Poor Afflicted with Diseases of the 
Eye and Ear. 


The hospital, first founded near the Liverpool 
Station at Moorfield’s, has moved several times, 
always to larger and better quarters, and always 
maintaining its very high standards of profes- 
sional skill and service. 


Here there once met the two great geniuses of 
the science of diseases of the eye, Donders from 
Holland and von Grafe from Germany. They 
formed an interest and friendship based on en- 
thusiastic community of tastes. One founded the 
science of refraction and the other not only in- 
vented the ophthalmoscope but most of the pro- 








Hogarth’s “Pool of Bethesda” 
“Altho’ 
Hardly can I, who so many years eagerly frequented 
Bartholomew’s fountain, not speak of things to awaken 
Kind old Hippocrates, howe’er he slumbereth, entomb’d 
’Neath the shatter’d wine jars and ruined factories of Cos, 
Or where he wander’d in Thessalian Larissa.” 
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Guy’s Hospital, London 


cedures in diseases of the eye, which are still 
used. 
Guy’s Hospital 


Another great London hospital is Guy’s, where 
worked such great founders of clinical pathology 
as Bright, Addison, Hodgkin, and Gull. There 
are still preserved in the pathological museum of 
Guy’s, the kidneys which Bright used to study 
this disease; the adrenals which Addison re- 
moved from his first patient, and the wax figure 
of the face of Addison’s first patient made by 
Madame Tussaud. St. George’s Hospital in Lon- 
don has in its pathological museum, the hide of 
the cow from which Jenner took the first lymph 
that he used in his early vaccination against 
smallpox. 

St. Thomas’s 


St. Thomas’s Hospital in London has a special 
interest for us as being the home of the first school 
for nurses. Florence Nightingale selected St. 
Thomas’s to be the patron of her momentous ex- 
periment and in June, 1860, the first batch of pro- 
bationers arrived and were graduated a year 
later. 


St. Thomas’s was then in the borough, not far 
from Guy’s, and in 1872, on account of the rail- 
way development in the city of London, it was 
moved to its present quarters which stand out 
so magnificently across the Thames from the 
Houses of Parliament. 
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Dublin Hospitals 


Last summer I had the pleasure of visiting the 
great Dublin hospitals—Steevens, the Meath Hos- 
pital, and the Rotunda, where the great Irish 
school, headed by William Stokes, startled the 
world in the early part of the nineteenth century. 


Oldest American Hospital 


Our oldest American hospital is the Pennsyl- 
vania Hospital in Philadelphia, founded by Ben- 
jamin Franklin, among others, in 1752. Originally 
designed for those afflicted with mental diseases, 
it gradually developed a large general clientele. 


The modern hospital, as we know it, probably 
dates from about the beginning of aseptic, anes- 
thetic surgery, approximately 1880. 


The hospitals which I have been describing 
were general hospitals, welcoming the im- 
poverished and the desolate. It was an old saying 
in my youth, “Be born at home, and die at home” 
and the implication was “Be sick at home” but 
when surgery became so important a part of 
therapeutics, the home was no longer suitable to 
its efficient practice and the habit has grown so 
that largely in private institutions people prefer 
to seek seclusion not only for surgical operations 
but for childbirth and any serious medical 
condition. 
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The Rotunda Hospital of Dublin 


Whether this is a good thing or not, it is never- 
theless a fact of modern life and it has imposed 
an entirely new obligation upon hospital author- 
ities. 

We should recall W. B. Weisenberger’s remark: 
“T know a realtor—I should have said a real estate 
man, that tried to sell a modern flapper a home, 
and she said, ‘A home? What do I need with a 
home? I was born in a hospital, I was educated 
in a college, courted in an automobile and married 
in a church; I live out of the delicatessen and the 
paper bags; I spend my mornings on the golf 
course, my afternoons at the bridge table, and 
my evening at the movie, and when I die, I am 
going to be buried at the undertaker’s. All I 
need is a garage!’”’ 


The Hospital as the Center of Social Changes 


in Medicine 


What the future of the hospital will be is a 


matter of very considerable concern. Certainly 
it is the hospital, rather than the individual or 
groups of medical practitioners, which will be the 
center of those social changes in medicine which 
appear to be imminent. I have no intention here 
of discussing the various means which have been 
proposed to make medical science more easily 
available for more people and to make its cost less 
burdensome, in fact, less prohibitive, for pecple 
of average income. 


These schemes are very largely alike and, to 
my mind, up to the present time they present very 
similar characteristics. Their surface plausibility 
gives me a feeling that the schemes will not work 
because they do not take into account the failings 
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of human nature. My own viewpoint is that there 
will be two, or probably three, sorts of medical 
practice in the near future. It will be something 
like our scheme of education, where public educa- 
tion is available but where private education 
flourishes side by side with it. In other words, 
we will have the great free institutions for medi- 
cal treatment which we have now, and besides 
that we will have the private institutions and the 
private practitioners for those of adequate in- 
come. If this seems discriminatory, I can only 
say that it seems to me that the existence of ade- 
quate incomes and inadequate incomes appears 
to me to be a reality and not a theory, from which 
we are not likely to depart for some time. 


Hospitals for Patients Who Are Able to Pay in 
Part for Their Care 


There will be also, I think, a third group of in- 
stitutions and practitioners who will deal with the 
people who are able to pay part of the actual cost 
of hospitalization and medical treatment and for 
whom some such provision as health insurance 
will be made. 


Whether all this is efficient and whether we 
like it or not, it seems to me that we will be 
pushed into it. 


Making the Hospital More Livable 


I believe that hospital authorities should look 
into the future and plan for such revolutionary 
changes. A number of changes suggest them- 
selves which are not difficult to make with the 
present physical equipment of the institutions 
now standing. The most important of all, it seems 
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to me, is that the hospital should be more livable. 
I have heard of hospitals, although to me they are 
as fabulous as the Phoenix, where the food is 
always good. In my experience, the food of hos- 
pitals is sometimes bad and this is particularly 
distressing considering that you are dealing with 
sick and convalescent people. 


The question of noise is one that seems to me 
has not been solved satisfactorily. I believe there 
should be a rearrangement of hospital hours so 
they are not quite so monastic. I see no reason 
why clatter and bustle should start in a hospital 
at half past six or seven in the morning. In 
short, I think we should devote our thought and 
effort to try to make the modern hospital more 
like home. 


Need for Special Hospitals 


Beyond this, there is a need for a certain kind 
of specialism in hospitals. In any community 
serving 100,000 people or more, I would like to 
see teams for the treatment of malignant disease, 
which would work so as to acquire that technical 
skill that is shown within the walls of such great 
hospitals as the Memorial Hospital in New York 
in the same field. 


Inasmuch as we believe that tuberculosis is 
largely spread by the carrier or by contact, it is 
obvious that these carriers should be removed 
from society until they become closed cases, and 
this means a very much larger number of beds 
than are now available. 


Other ideas will doubtless occur to you. Cer- 
tainly we must feel that the hospital is a fixture 
in the future state, no matter what form that 
state takes. We may get along without bankers, 
we may get along without money; we may get 
along with an entirely different kind of govern- 
ment than we now have so that we may have to 
revise our ideas and principles of economics and 


Great Ward of Hospital of Saint John, of Valetta, Seven- 
teenth Century. (From an old German work upon the 
Order printed at Ausburg in 1650) 


morals and social order, but no matter how much 
those things will change, the circulation of the 
blood will still go on. 


The people who function in that brave new 
world will be human beings and they will need 
medical attention and hospital care. 





Greater New York Hospital Service 


The Hospital Service Plan of Greater New 
York, the well-known “3 cents a day” plan, has a 
total enrollment of more than 600,000. D-ring 
1937, the enrollment increase was 350,000, almost 
1000 new subscribers a day for the entire year. 


The typical patient in the plan stays in the hos- 
pital 9.2 days, he is entitled to 21 days each in- 
sured year in one or more admissions. 


The plan recently paid for hospital care for its 
five-thousandth patient. It has paid more than 
$3,000,000 for hospital care for its subscribers, 
since the plan was first inaugurated. 
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The plan underwrites family subscribers. On 
January 2, the director, Frank Van Dyk, an- 
nounced that the one hundred-thousandth family 
had been underwritten. 


The success of well founded, carefully adminis- 
tered hospital service plans is assured. Good hos- 
pital care is made available to a constantly in- 
creasing number of self-respecting people, on 
terms easily within their financial resources. 
Hospitals benefit by revenues received from pa- 
tients, who would under other circumstances have 
to be cared for in free wards. Hospital service 
insurance serves the patient, the public, and the 
hospital. 


21 








A Layman Looks at Hospitals 


THE REV. VERE V. LOPER, D.D., Denver, Colorado 


hospitals is that you have the good will 

and confidence of the public to a remark- 
able degree. We, the public, like the fine buildings 
in which your work is housed. We are impressed 
by the splendid condition in which these struc- 
tures are kept. We deeply appreciate the un- 
usually fine equipment which is to be found in 
the better hospitals of today. It is worth a great 
deal to know that every mechanism which could 
help to restore health is waiting to serve us in 
hours of need. 


M): FIRST basic observation in regard to 


Religious workers are especially impressed by 
the competent staff to be found in our hospitals. 
The medical schools are sending out the finest 
youth of our land trained and educated to help 
alleviate human suffering. The schools for nurs- 
ing put girls through a routine which reveals 
whether they have the sterling qualities of a good 
nurse. The best survive to become competent 
nurses. We see less of the technical experts but 
we enjoy the fruits of their effective efforts. We 
have confidence, in short, in the high grade leader- 
ship available in the average hospital. 


We appreciate your methodical manner of car- 
ing for people. A very complex task has been 
carefully planned; a routine has been built which 
gives assurance that nobody is neglected. 


The Good-Will of the Public 


The main basis of the good will of the public, 
however, is the results which you obtain. People 
are brought out of the valley of the shadow of 
death to take their place in life. Treatments help 
to restore physical vigor. The public has so much 
confidence in the results which you are securing 
that they think first of the hospital when a critical 
illness arises. Their faith in you is attested by 
their willingness to trust you when the issues of 
life and death are most uncertain. 


We like your alertness in taking advantage of 
the newest scientific discoveries. I have been 
especially impressed in Denver by the Psycho- 
pathic Hospital and the care of the mentally ill. 


If I were to follow my own inclination, I would 
spend my entire time in thus expressing my ap- 
preciation of all that hospitals are doing. I do 
not believe that there are any institutions in the 
community attempting so difficult a task for so 
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large a number of people which are able to claim 
so much good will upon the part of the public. 


I was asked, however, to deal frankly with any 
points of criticism. I was warned that there would 
be no particular value in presenting a discussion 
which was simply a eulogy of the hospitals. I 
pass on, therefore, to my second observation. 


Unfair and Inaccurate Criticism 


It seems to me that there is a great deal of un- 
fair or inaccurate criticism of hospitals. I fre- 
quently hear it. It is no doubt brought to your 
attention on many occasions. 


Let us consider some of the sources of this 
criticism. It arises in many cases out of hasty 
generalizations. An intelligent person is marked 
by the fact that he does not jump to conclusions 
on the basis of inadequate evidence. An ignorant 
person will have one experience and on that basis 
will judge vast fields of human experience. 


Many people have had unfortunate experiences 
in hospitals. One of the finest hospitals of this 
section made four mistakes in one evening in deal- 
ing with one member of my family. If such a 
thing had happened to many people, they would 
have absolutely lost their faith in all hospitals. 
Such things do happen. Mistakes are inevitable 
in any institution dependent upon the frailty of 
human nature. The result is that a large mass. 
of criticism of hospitals has risen out of hasty 
and unfair generalizations based on inadequate 
evidence. 


How Unethical Institutions Affect Good Hospitals. 


Another source of such criticism arises from 
the fact that all hospitals must bear the brunt 
of what people think about unethical institutions 
that presume to label themselves as hospitals. 
We must face the same thing in the church. It 
is very easy in some fields to establish a church 
and become a minister. When some so-called 
ministers, without character, intellectual back- 
ground, or spiritual maturity, rush into religious 
work, they bring disgrace upon all ministers and 
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all churches. We in religious work must bear that 
burden. 


Recently a girl was being discharged as a pa- 
tient from an institution which presumed to call 
itself a hospital. She had not paid her bill. A 
hospital attendant at the desk noticed a wrist- 
watch which the girl was wearing. It was prob- 
ably her most valued possession. Yet this attend- 
ant did not hesitate to compel the girl to give up 
her watch in lieu of payment of her bill. I do 
not believe that any legitimate hospital in our city 
would have been guilty of that act. But you are 
and you must, bear the criticism which arises 
from the failings of such institutions which call 
themselves hospitals. 


Some criticism necessarily arises from the ab- 
normal mental condition of the patient and his 
friends or family. The superintendent of one hos- 
pital tells me that he considered everyone involved 
in a hospital case as being mentally ill. People 
are upset at such a critical time. They see and 
do things which they would not do under normal 
circumstances. They gather impressions which 
would not come to them if they were not under 
such an emotional strain. They criticise where 
ordinarily they would evidence sympathetic un- 
derstanding. 


A further source of unfair criticism arises out 
of the fact that there are some necessary pro- 
cedures in hospitals which arouse criticism. My 
people frequently say to me, “I wish the nurse 
would not waken me at such an unreasonable hour 
in the morning.” I can sympathize with their 
feelings, but I know they must be aroused early 
in order to be given proper care and prepared for 
the visit of the doctor. However, it is frequently 
difficult for the patient to see this. 


Cost of Hospitalization 


Some unfair criticism arises from the cost of 
hospitalization. When I asked one of the finest 
people of our city what his reactions to hospitals 
were, he almost exploded and said, “I spent one 
day in the hospital and it cost me $18.00!” Such 
a cost does seem unreasonable. But if all the 
equipment necessary for the one day’s treatment 
which my friend received was taken into consid- 
eration, probably he would see some reason for 
the cost of his day in the hospital. People are 
not informed in regard to the cost of all that is 
involved in running a hospital which is giving 
the best possible care. Furthermore, they are 
not consistent. If a women cannot afford a $50 
dress, she does not feel unduly persecuted if she 
must buy a $25 dress. She gets what she can 
afford in clothing. But when people go to a hos- 
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pital, they expect the best whether they can af- 
ford it or not. 


Criticising the Rigidity of Hospital Routine 


Another familiar criticism is directed at the 
rigidity of routine and the prevalence of red tape 
in hospitals. There is ordinarily a reason for this 
routine, but it is difficult for patients to view this 
fact with sympathy and understanding. They 
can see no reason in the strait-jacket procedure 
in which they find themselves involved in any 
hospital. 


I received some complaints from the patients 
and their friends in regard to restrictions placed 
around visiting. They do not realize that a doctor 
usually knows what he is doing when he puts a 
“No Visitors” card on the door. They apparently 
cannot understand that the routine of a hospital 
could not be carried out if visitors were always 
cluttering up the rooms of patients. 


There are some criticisms of inefficiency, but 
these do not ordinarily appeal to me as being jus- 
tified. 


There are some criticisms of the technique of 
hospital procedure in such a problem as prevent- 
ing the spread of contagion. People do not know 
what hospitals are trying to do or why they use 
certain methods. But on the other hand, I have 
had some complaints brought to me that hospitals 
were not as careful as they might be in regard to 
the spread of disease. One newspaper reporter 
told me that some very damaging facts in this 
field have been kept from the public in the past. 
I would, nevertheless, classify such complaints as 
being unfair because they are broad generaliza- 
tions made upon evidence which is’ inadequate 
when you consider the vast number of people who 
pass through the hospitals without suffering from 
contagion. 


The answers to these unfair criticisms are quite 
evident: Anyone who ventures to engage in an 
idealist enterprise for the benefit of people, must 
be prepared to suffer for the best that he is and 
does. All of us have this experience. 


Another answer is education. The hospitals 
have unparalleled opportunity for adult educa- 
tion. In the main I doubt if reasonable advan- 
tage is being taken of this opportunity. Patients 
could be made to understand many things in re- 
gard to hospitals which they do not know. As 
they become better they have time and interest. 
Much could be done through printed educational 
material, which is not being done. The public, 
also, woefully needs education in regard to what 
hospitals are doing and the problems associated 
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with your work. Such education would eliminate 
the causes of much unfair criticism. 


The Hospital and Its Business Relations 


There are situations in hospitals, where some 
things could be done that are being neglected. 


I turn first to the financial side of the picture. 


A hospital is partially a business enterprise. 
It must collect from its patients in order that it 
may pay its bills. I believe that the public has 
every sympathy with a firm attitude on the part 
of the hospital when it is dealing with a person 
who has not established a reputation for paying 
his bills. It must protect itself from such people 
and it is to the interest of the public that it does so. 


However, I speak out of my own experience as 
well as the observation of my people when I say 
that a person who has established a reputation 
for paying his ‘ills receives less consideration 
from a hospital than from any other institution 
with which he deals. His absolute integrity and 
good standing in credit circles does not prevent 
some hospitals from demanding advance ,2""ment 
before his sick can even be admitted to a um. 
I have at times felt sorry for the nurse wio led 
me to the hospital office to pay a bill before I 
could take my sick child in my arms to return 
him to his home. 


It is especially important that an answer be 
found to the financial limitations of people with 
moderate incomes. The rich can receive the best 
of care. The poor can receive free care of the 
finest type. But it is the person in the middle 
bracket who is distressed by his inability to pay 
the bills which hospitals apparently must charge. 


Constructive Policies to Meet the Needs 
of the People 


Attention must be given to building up con- 
structive policies to meet the needs of the people. 
Such needs will be met. They have been met in 
Japan through the establishment of cooperative 
hospitals. Most medical people fear any move 
toward the socialization of medicine. Such move- 
ments will sweep across the world unless the an- 
swer can be found to the inability of people with 
modest incomes to cover the charges made by 
hospitals. 


Some of the helpful approaches, other than en- 
dowments, can be briefly indicated. There are 
insurance policies by which people can provide 
for the hospitalization of any member of their 
family. Some are connected with particular hos- 
pitals and other policies are sold by commercial 
companies. There is the growing movement for 
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cooperatives in the field of medical care. There 
are group hospitalization plans by which members 
of industrial concerns secure assistance at a time 
of need. One of my doctor friends has the firm 
conviction that hospitals can provide basic care 
in more simple buildings at a lower rate. 


In the ultimate analysis, this problem will not 
be solved short of fundamental social reconstruc- 
tion. A more fair distribution of wealth and 
income would give the middle class people a larger 
income, making possible the payment of more 
money into maintenance of health. 


The Hospital and Social Reconstruction 


The priest and minister strive for this social 
reconstruction when we work for the building of 
what we call a Christian Soec:ai Order. Do we 
receive the sympathy ana cooperation of the med- 
ical profession in this basic task? I cannot an- 
swer this question with assurance, but I have my 
doubts as to whether the medical profession is 
very active in social and economic reconstruction 
at points where your profession is not involved. 
A driver for a local mortuary who brought me 
from 2 funerai to this meeting, spoke as a typical 
man of the street when he said, “The weakness 
of the medical profession is that they know so 
little and care so little when they get outside of 
the field of their own professional activity.” 


Another point of criticism in regard to finance 
is, that the general public frequently expresses 
their dissatisfaction with the fact that many peo- 
ple are receiving free treatment in our public 
hospitals who could and should do something to 
pay for that treatment. When anyone takes ad- 
vantage of the public at this point, all of us pay 
the bills. There is not a little justifiable com- 
plaint in this particular. 


Hospitals and Their Employees 


The second basic point where the situation could 
be improved is found in the treatment of the hos- 
pital employees, particularly those occupying less 
important positions. 


I asked an elevator boy in a church hospital a 
few questions. “How many days a week do you 
work?” The answer came, “I work seven days a 
week.” I inquired as to the hours of his labor 
and found that he worked a full day every day. 
Here was a boy working in a Denver church hos- 
pital, unable to go to church because the hospital 
worked him seven days a week! I have known 
of women employees of heavily endowed institu- 
tions, working an unreasonable number of hours 
at the peril of their health and at the cost of their 
efficiency. There have been strikes in some of 
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the hospitals of the east. They can be expected 
in our own community if some conditions which 
I have found are at all typical. I cannot testify 
that they are, but I have met them with suffi- 
cient frequency to be impressed. There appears 
to be some resistance in regard to the nurses 
organizing themselves. Such organizations can 
be expected if nurses are not given the finest 
possible treatment. 


Politics and Our Tax-Supported Hospitals 


A third point where improvement could be 
made is in the political penetration into our hos- 
pitals. I do not know what the answer to this 
problem is. I do know that the general public 
and the leaders of our hospitals must seek such 
an answer. It will not be possible to cut down 
the unreasonable demands made upon public hos- 
* pitals by people who can afford to pay for care, 
until executives are at a greater distance from 
the pressure of voters. 


I do not mean that our general hospitals are 
not rendering good service. I think they are giv- 
ing splendid care to the ill. They could, however, 
render even better service and concentrate it 
upon those who need it if there were less politi- 
cal pressure penetrating through the hospital sys- 
tem. 


Association of Medical and Religious Leaders 


My final indication of a field in which an im- 
provement is possible, is in the association of 
medical and religious leaders. Personally, I feel 
a deep sense of appreciation for such contacts as 
do now exist in this field. My people continually 
speak in deepest appreciation of the religious devo- 
tion added to technical skill of the nurses in some 
of our religious hospitals. The most tributes at 
this point are extended to the nurses in the 
Roman Catholic and Seventh Day Adventist hos- 
pitals. My people so frequently speak of their 
nurses in these two religious groups as veritable 
saints of Christ, as well as skilled scientific 
nurses. 


I have also noted with satisfaction the interest 
which is so frequently shown in the religious life 
of nurses. I have seen several evidences of this 
interest in the Denver City and County hospital. 
It is gratifying to find the realization that nurses 
must add to their technical skill a consecration 
which religion alone can give them. 


I am sure I speak for every minister and priest 
when I say that we deeply appreciate the coopera- 
tion extended to us when we come to see our peo- 
ple. I have gone in and out of hospitals of this 
community for seven years. I have never yet 
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failed to find cooperation upon the part of nurses 
and hospital authorities, no matter what might 
be the time of day or night, or the condition of 
the patient whom I desired to see. There are, 
however, several points at which improvement 
can and should be made. Patients should be pro- 
tected against religious quacks. You endeavor 
to guard them from the quacks of your profes- 
sion but you are not always so careful about 
keeping out the quacks of owr profession. 


I recently visited a man in a hospital who had 
requested that I come to see him. I found him 
deeply resentful of the continual procession of 
people leaving religious pamphlets and pressing 
rather narrow religious points of view upon him. 
I realize how difficult it is to draw a line of de- 
markation in the field of religion between quacks 
and legitimate religious leadership. However, 
more attention could be given to this problem 
than has been. 


Further, it would seem that much could be done 
to facilitate religious leaders in finding their peo- 
ple who are ill. In some communities I have had 
constant access to hospital ledgers which showed 
by a quick glance down one column, whether any 
people of my denomination were patients in the 
hospital. I always made a special point to call on 
those who had come from out of the city. I be- 
lieve that such service upon the part of ministers 
helps the hospitals to succeed in restoring health. 
This is not possible in this city so far as I have 
been able to discover. Some of our hospitals do 
not even keep a record of the religious prefer- 
ences of their patients. 


It would be especially helpful if hospitals could 
send cards to authorized representatives of re- 
ligious groups notifying them of patients in hos- 
pitals from their particular church or denomina- 
tion. This is done in some communities. Some 
hospitals apparently have sufficient help to send 
a religious official to call upon patients in the hos- 
pital. If they have the facilities to do this, they 
ought to be able to send a card to the pastors of 
such patients so that we may know when our 
people are in the hospital and have an opportunity 
to call upon them. We do get such information 
from several sources but it would be especially 
helpful if hospitals could help us more in this re- 
gard. 


There is a great spiritual value in religious art. 
The Catholic hospitals understand this better than 
other institutions. A religious picture will al- 
ways be found in the room of a Catholic hospital. 
I wish that the same might be said of all our hos- 
pitals. A very small investment would set in 
process a continual force of spiritual healing if 
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our patients were confronted with beautiful re- 
ligious art. 


My final plea is the most essential. I plead, in 


closing, for a mutual awakening upon the part of 
hospitals and religious leadership to the healing 
possibilities in religion. I feel that the clergy 
have been just as much asleep in this as have the 
average hospital authorities. The result of our 
mutual neglect has been that many have been 
drawn into healing cults. In so far as these 
groups have helped people, we should rejoice in 
their effort. Most of us, however, feel that the 
people might have secured even more help from 
an awakened ministry linked to an alert medical 
profession, bringing all the powers of science and 
religion into healing ministries. 


There has been an awakening at this point in 
other sections of the country which has not pene- 
trated to any great extent in our state. I value 
a book in my library which bears the title, “The 





Art of Ministering to the Sick.” It was written 
by Dr. Richard C. Cabot and the Rev. Russell L. 
Dix. Dr. Dix is the clergyman employed by the 
Massachusetts General Hospital. His presence on 
that staff is a testimony to the vision of one great 
hospital of what religion can mean as an ally in 
the healing process. There are an increasing 
number of ministers awakened and equipped as 
important allies to the medical profession. 


My hope and prayer is that there may be more 
men in your profession who will become equally 
awakened and equally eager for a new alliance of 
science and religion, the hospital and the church, 
the doctor and the minister. Out of such alliance 
people will be better served. It is for their wel- 
fare that churches and hospitals exist. 


And since you may have forgotten my opening 
words, may I close by saying that I wish the. 
churches could do as good a job in our field as the 
hospitals are doing in your field! 
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Fourteen Qualifications of a 
Hospital Executive 


Dr. S. S. Goldwater, Commissioner of Hos- 
pitals, New York City, has listed fourteen qualifi- 
cations for those who occupy administrative posi- 
tions in hospitals. 


The list of qualifications which Dr. Goldwater 
has compiled has been abbreviated and somewhat 
modified from the list of qualifications which a 
person in an executive position should possess, 
suggested by a group of hospital executives: 


1 Ability to inspire, stimulate and build the 
morale of the staff; capacity for group leader- 
ship. 

2 Special knowledge of at least one phase of the 
work. 

3 Ability to take decisive action, to get things 
done; practicality. 

4 Stability and constancy, i.e., possessing “iron” ; 

not vacillating, but not unyielding because 

feeling insecure. 

Objectivity, fairness, lack of prejudice. 

Self-confidence, coupled with humble-minded- 

ness in the areas in which he lacks competence. 

Ability to accept criticism profitably. 

Ability to delegate work. 

Initiative and originality. 

Capacity and enthusiasm for mental growth. 

Pleasing manner, ability to verbalize, facility 

in meeting people, liking for people. 

12 Ability to write clearly and fluently. 

13 Good emotional adjustment. 

14 Ability to interpret the work to the public. 
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Boston City Hospital Honors Its Former 
Superintendent 


The Boston City Hospital dedicated the new 
John J. Dowling Surgical and Operating Ward 
Building on December 20. The new unit was 
named in honor of John J. Dowling who was the 
superintendent of the Boston City Hospital from 
1915 to the time of his death. 

The building is a new ten-story structure with 
accommodations for three hundred patients and 
ten operating suites, built at a cost of $1,300,000. 
It had been under construction for a little more 
than two years. 

The employees of the institution presented a 
bronze tablet as a memorial for the late John J. 
Dowling. 





Michael Reese Hospital, Chicago, Effects 
Changes in Its Administration 
Department 


Dr. Herman Smith, the Director of Michael 
Reese Hospital, Chicago, advises that he has ap- 
pointed Mr. Walter Metzger as associate director 
of Michael Reese with complete charge of all the 
non-professional operation of the hospital. Mr. 
George Peck of Montefiore Hospital, New York 
City, has been selected as the personnel director. 
These appointments are permanent appointments. 

Michael Reese Hospital established the system 
of apprentice assistants to the superintendent, but 
this policy has been discontinued and the new ap- 
pointments are made upon a permanent basis. 
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Medical Social Service 


M. MARION SMITH, New York City 


TH the extensive growth of social serv- 
W- many branches have evolved and of 

these, medical social service is the most 
recent specialty. The purpose of this article is 
to give a brief account of the origin and history 
of this branch of social service, to mention its 
scope and function, and to describe a plan now 
operating under the present administration. 


Medical Social Service in the Last Century 


The origin of this branch took root in England 
in 1880 when home visits were instituted, in the 
treatment of psychiatric cases following hospital- 
ization, as a means of preventing relapses of men- 
tal illness. In France about 1895 Dr. Calmette 
of Lille adopted this form of social service in his 
fight against tuberculosis. In the treatment of 
dispensary tuberculous cases he instituted home 
visits as preventive and therapeutic measures of 
combating this disease. Prior to this, Lady Al- 
moners in England had employed social service 
methods not from a medical standpoint but as a 
method of determining patients’ eligibility for 
free hospitalization. This work of Lady Almoners 
was subsequently transformed in 1895 into a type 
of social service which embraced the medical as 
well as the financial aspect. 


Introduction of Medical Social Service 
in America 


As early as 1902 methods of social training 
were given to medical students at Johns Hopkins 
University by Dr. Charles P. Emerson. At this 
time a limited form of social service was in exist- 
ence at Bellevue Hospital, New York City. Medi- 
cal social service first appeared in the United 
States when Richard C. Cabot recognized the need 
of this type of work which he embodied in his 
epochal remarks “Facing my own failures day 
after day, seeing my diagnoses useless, not worth 
the time I had spent in making them because I 
could not get the necessary treatment carried out, 
my work came to seem almost intolerable. I 
could not any longer face the patients when I had 
so little to give them. I felt like an imposter. 
Then I saw that the need was for a home visitor 
or a social worker to complete my diagnosis 
through more careful study of the patient’s mal- 
ady and economical situation, to carry out my 
treatment through organizing the resources of 
the community, the charity of the benevolent, the 
forces of different agencies which I had previously 
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seen working so harmoniously together outside 
the hospital. Thus I established in 1905 a full 
time paid social worker at the Massachusetts 
General Hospital, to cooperate with me and the 
other physicians in the dispensary, first in deepen- 
ing and broadening our comprehensions of the 
patients and so improving our diagnoses, and sec- 
ond in helping to meet their needs, economic, 
mental, or moral, either by her own efforts, or 
through calling to her aid the group of allies al- 
ready organized in the city for the relief of the 
unfortunate wherever found. To bring the succor 
of these allies into the hospital and apply it to 
the needs of my patients as they were studied 
jointly by doctor and home visitor, was the hope 
of the new work which I established at that time.” 


Influence on the Community 


Medical social service is new and developing so 
rapidly and with so many ramifications that it is 
difficult to define its scope and function. It has 
a wide influence on the community. Its value 
lies in aiding the fulfillment of the basic needs 
of society. These needs are physiological, eco- 
nomic, and individual as related to the members 
of society failing to provide for themselves. Social 
agencies function in supplying these needs. The 
hospital is an important social agency and its 
medical social work aims to supplant these basic 
needs. It is a well known fact that health and 
disease are relative terms and medical social work 
not only helps in the cure of disease but insures 
health by prevention of disease. Medical social 
service in general represents any social service 
that is rendered to a patient as auxiliary or sup- 
plemental to the medical treatment of this patient. 


Medical Social Worker as an Aid to the Physician 


The physician’s recognition of the fact that 
merely the disease must not be treated but the 
human being as a whole requires treatment creates 
a gap which medical social service seexs to fill. The 
social worker is added to the team of physician 
and nurse and her role is to assist the physician 
in understanding and interpreting the patient’s 
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reaction to his malady, environment, and re- 
sources. Most important is the worker’s role in 
assisting the patient in carrying out the physi- 
cian’s plan of. treatment and interpreting the 
*patient’s condition to his family or others who 
may have to live or deal with him. It is evident 
that successful medical social service entails 
special knowledge of, rhedical diseases by the social 
worker, supported by interest in and supervision 
of the cases ,assigned by the physician. This 
special knowledge of the worker enables her to do 
a vast amoumit of preventive as well as curative 
and therapeutic work. Needless to say, correct 
diagnoses and proper line of treatment on the 
part of the physician are essential prerequisites 
in determining the efficiency and success of the 
medical social service. The efforts of the worker 
are futile, regardless of her efficiency if faulty or 
incomplete diagnoses are made by the physician. 


Social Responsibility of Hospitals 


Hospitals today recognize that the care of the 
sick does not consist only of medicines, appliances, 
etc., but that they bear a heavy social responsibil- 
ity and to the same degree that this responsibility 
is assumed are patients helped and hospital bur- 
dens lessened. The quick turnover of patients 
in the hospital may militate against their social 
welfare and here the hospital relies solely on this 
department. Obviously the follow-up work lessens 
the financial burden of the hospital administra- 
tion by reducing the patient’s hospitalization 
period to a minimum and in preventing relapses 
of disease, which might necessitate rehospitaliza- 
tion. In the out-patient department the aid of 
the medical social worker is of prime importance 
in the prevention of unnecessary hospitalization 
of patients who, if unassisted by this force, would 
find it impossible to adjust outside of the hospital. 
Thus both patient and hospital are benefited eco- 
nomically. The value of medical social service 
is in direct relationship to its degree of coopera- 
tion with the other parts of the hospital adminis- 
tration. Medical social service can be successful 
only when acting in close accord with the various 
departments of the hospital. It must therefore 
be an integral part rather than a self functioning 
unit in the hospital plan. 


Due to the pressure of work and the restricted 
life of the student nurse the social aspect of her 
nursing education has suffered at the expense of 
the technical and academic preparation. Many 
hospitals have recognized this fact and have 
adopted methods of using the medical social 
service departments as laboratories in which to 
give the nurse an interpretation of the personal 
and social background of patients. In addition to 
the academic aspects of medical social work re- 
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ceived by nurses in the department they are sent 
to visit the homes of patients, various institutions, 


' and courts. This experience broadens their per- 


ception of the patient as a social unit and im- 
presses them with the influence of the outside 
factor upon the patient. 


Extending Sphere of Medical Social Work 


During the recent years of depression the 
sphere of medical social service work has enlarged 
to such an extent that it is only with considerable 
manipulation that a satisfactory scheme of man- 
agement has been evolved. This is particularly 
true of the hospital whose work entails an exten- 
sive charitable program. The limitation of funds 
has increased the difficulty but this has been par- 
tially compensated for by the volunteer workers 
and the Works Progress Administration clerks. 
These aides, if sufficient in number, make it 
possible for the social workers themselves to 
devote more time to personal interviews with the 
patients and those directly concerned with the 
vital problems at hand. 


Medical Social Service in a 125-Bed Hospital 


A description is now given of the medical social 
service department operating under the present 
administration in a hospital consisting of one 
hundred and twenty-five beds and thirty-seven 
bassinets. The staff personnel of this department 
has been carefully selected and all the members 
are graduates of a school of social work. This 
efficient staff consists of a director of medical 
social work, four full time medical case workers, 
two medical social investigators, and a secretary. 
Aiding this staff are volunteer, Works Progress 
Administration and Youth Administration 
workers. 


Work of the Director 


The director of this department works in close 
accord with the hospital administrator and in- 
terprets the social service problems to the admin- 
istrator and to the chairman of the social service 
committee. She directs the activities and has 
entire supervision of all case workers and assumes 
complete responsibility for the functioning of the 
department. Through this director many com- 
munity contacts with cooperating and coordinat- 
ing agencies are established. 


The medical case worker’s time is divided be- 
tween the out-patient department and the hos- 
pital. In some of the clinics and in the hospital 
the work is selective, while in other clinics the 
work is non-selective. All cases are under the 
direct supervision of the medical social workers 
in the following clinics: children’s cardiac, child 
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guidance, - psychiatric, neurological, obstetrical, 
orthopedic, adult cardiac, syphilitic, medical, and 
cancer and allied diseases. At the discretion of 
the members of the medical staff cases are re- 
ferred to the medical social service department 
from the pediatric, gynecological, surgical, der- 
matological, dental, physical therapy, urological, 
eye, ear, nose and throat, and diabetic clinics. 
Through the efforts of the medical social investi- 
gator full cooperation is obtained between the 
social service department and the hospital admin- 
istrator. It is obvious that through the activities 
of such a trained person in this role that both 
patients and the hospital are benefited. She makes 
the first contact for the hospital with the patient 
and in determining as a routine procedure the 
financial status of the patient many of the pa- 
tient’s problems are revealed. The trained social 
secretary is essential to the proper functioning 
of the department with the voluminous material 
handled. Volunteer, Works Progress Adminis- 
tration, and Youth Administration workers render 
valuable services in a clerical and stenographic 
capacity. In performing these duties they facili- 
tate the work of the department in the follow-up 
treatment of clinic cases. 


A Survey of Duties of the Medical Case Worker 


A better understanding of the activities of the 
department can be gained by a general survey of 
the duties of the medical case workers in the 
various clinics. In the children’s cardiac clinic 
the worker plays an especially active role. The 
treatment of rheumatic heart disease depends 
largely upon good hygiene, adequate clothing, 
sufficient rest, and good nourishing food in an 
attempt to build up the child’s resistance to 
further infection. There are many conferences 
between the social worker and the schools in an 
attempt to explain the child’s present condition 
and his ability to do as near natural activities as 
possible for a child of his age. In the more 
seriously ill children the medical case worker 
makes requests for special concessions such as 
excuse from fire drills and extra stair climbing. 
Many of the cardiac children are also mal 
nourished and the schools have been helpful in 
providing warm lunches and extra nourishment. 
Through the influence of the worker the schools, 
relief agencies and the Junior League have helped 
in providing clothing for the cardiac children. 
A careful follow-up system in the clinic, inter- 
pretation to parents of the importance of good 
hygienic measures, a free, friendly rapport with 
the children in an attempt to encourage them in 
taking as much responsibility for their own care 
as possible, all is a part of the medical case work- 
er’s task of keeping the children free of further 


February, 1938 


heart damage. Despite thé fact.that the clinic 
enrollment of 1936 incréased over that of previous 
years it is noteworthy that there was an appre- 
ciable decrease in the total number of hospital 
days. This decrease in-hospitalization of cardiac 
children is attributed largely to the efficient su- 
pervision of the clinic cases by the medical case 
workers. a 


Child Guidance Clinic, 


In the child guidance clinic the.warker cooper- 
ates with the physician in the treatment of all 
cases. Here home investigations with interpre- 
tations of the child’s problems to the family 
group, the school and any agencies involved are 
essential to satisfactory management of the case. 


Psychiatric Clinic 


Intensive work is done by the medical case 
worker in the psychiatric clinic. Through her 
cooperation with the psychiatrist many cases are 
successfully treated and satisfactory results are 
obtained. Many patients are benefited by this 
treatment and are able to adjust properly in the 
home, in society, and to carry on with their occu- 
pational duties. More advanced cases, that are 
unsuitable for clinic treatment, are referred by 
the medical worker to such institutions as are 
indicated. Cases in the neurological clinic are 
handled in a similar manner. 


Obstetrical Clinic 


Outstanding work is rendered by the medical 
case worker in the obstetrical clinic. All cases 
are supervised and perfect cooperation is main- 
tained between this worker and the Henry Street 
Visiting Nurses. These nurses give intensive pre- 
natal and postnatal care and instruction under the 
direction of the obstetrician. They make reports 
in writing to the department and in emergencies 
make immediate contact with the hospital. In 
conjunction with the medical social service depart- 
ment the Henry Street Visiting Nurses conduct 
weekly a Mothers’ Club in which mothers and 
expectant mothers are instructed as to child bear- 
ing, personal hygiene, and infant care. The duties 
of the medical worker are numerous in the han- 
dling of obstetrical cases. She arranges for a 
temporary housekeeper in the home when neces- 
sary, makes suitable placements of children 
during the mother’s confinement, and contacts 
agencies which may aid in the situation. She 
plans with unmarried girls for their care during 
pregnancy and later assists them in planning for 
the care of their babies. The obstetricians have 
obtained excellent results in the treatment of 
toxemias of pregnancy with the aid of the medical 
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social service workers’ thorough and detailed 
supervision, including intensive follow-up work of 


all obstetrical cases. A survey of the cases - 


handled prior to supervision by the medical social 
service reveals that in 1932, of 511 obstetrical 
ward patients, 35 were treated for toxemia, and 
the total hospitalization consisted of 291 days at 
a cost of $1,652.88. In 1936 with complete super- 
vision of all cases by the department there were 
1,121 obstetrical ward patients, and of these only 
21 were treated for toxemia, and the total hos- 
pitalization consisted of 128 days at a cost of 
$727.04. With over a 50 per cent increase in the 
number of patients in 1936 there was a 1.9 per 
cent of toxemia cases as compared to 6.8 per 
cent in 1932, and also over a 50 per cent saving 
in cost of hospital days. 


Orthopedic Clinic 


In the orthopedic clinic the medical case worker 
arranges for patients to obtain special appliances, 
shoes, braces, corsets, etc., and carries out routine 
follow-up work. , 


Adult Cardiac Clinic 


In the adult cardiac clinic the medical worker 
investigates the home situation of each new pa- 
tient and works out an adjustment for the patient 
in the home or employment situation when it is 
not compatible with the patient’s physical limita- 
tion. She cooperates with other agencies when 
the situation indicates and makes satisfactory 
convalescent arrangements for patients leaving 
the hospital. She encourages and plans with 
growing girls of 16 to 20 years of age either to 
finish high school or take up training for work 
within their physical capacities. 


Work in the Syphilitic Clinic 


A complete study and analysis is made in each 
case in the syphilitic clinic. A complete record 
is kept of the initial visit, the stage of the disease, 
the number of visits made, the type of medication 
given, and reports of blood and spinal fluid exam- 
inations. A special filing system serves as a guide 
to determine if patients are reporting regularly 
for treatment. Home visits are made by the med- 
ical social service department in new cases and 
those failing to report for treatment. Patients 
failing to respond after these visits by the depart- 
ment are then referred to the Health Department. 


Medical Clinic 


The medical clinic has a unique position in the 
out-patient department due to the fact that any 
serious illness requires that the case be referred 
to that clinic at some time during the patient’s 
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clinic career. The duties of the medieal social 
worker here are manifold and special stress is 
laid on intensive follow-up work as well as pro- 
viding means of securing special diets, medicine, 
and required necessities. 


Cancer Clinic 


As the cancer and allied diseases department is 
a more recent development of the hospital we are 
as yet unable to evaluate the role of the medical 
case worker here but it is obvious that she is an 
absolute requisite. She lends hope and guidance 
to these patients and when deemed necessary by 
the physician arranges for their placement in 
suitable rest homes. 


Selective Phase of Medical Social Work 


There is a large group of clinics in which the 
work of the medical social service department is 
selective. For instance in the pediatric clinic the 
number of cases is so great that only the cases 
involving definite problems are referred by the 
physician to the medical case worker. Some of 
these cases entail investigations and follow-up 
treatment by the department. 


Likewise in the gynecological clinic referred 
cases are handled by the medical social worker 
and under the supervision of the director of this 
clinic the gonorrheal cases which present any 
problems are also supervised by this worker. In 
the treatment of gonorrhea it is obvious that an 
investigation of the home by the case worker and 
careful instruction as to proper precaution to 
prevent the spread of and to combat this disease 
are essential factors. 


The surgical clinic is large but due to the nature 
of the work the number of cases referred to the 
medical worker is not usually large. 


In the dermatological, dental, physical therapy, 
urological, diabetic and eye, ear, nose and throat 
clinics the majority of cases have been referred 
from other branches of the out-patient depart- 
ment and are already known to the social service 
department. The medical social worker plays an 
active role in the diabetic clinic with referred 
cases by arranging for proper diets, securing 
insulin, and obtaining the cooperation of the pa- 
tient in the continuation of treatment. 


Medical Social Worker and Ward Admissions 


The majority of hospital ward admissions are 
familiar to the medical social service department 
through the various clinics and it is the policy 
when possible to have the same case worker con- 
tinue her work with the patient while hospital- 
ized. Cases admitted to the hospital wards not 
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previously known to the social service department 
are routinely interviewed by the medical social 
service investigator and when indicated, referred 
to the medical case worker. The value of this 
department is not limited to ward cases only as 
the physicians have freely requested the services 
of the department in handling the problems of 
some of their private and semi-private patients. 
Under the supervision of the department various 
activities are carried out by the recreational 
therapy branch. 


Discharged Patient 


It is invariably the case that the patient is 
discharged to the social service department for 
convalescent care and the medical worker selects 
the convalescent home which best suits the needs 
of the patients. During the summer months the 
work of the department increases as many chil- 
dren and adults are sent to camps. As a result, 
last summer one hundred thirty-two people en- 
joyed the privileges of camp life. 


Present Need and Future Development of 
Medical Social Work 


The type of organization described is operating 
adequately under the present conditions existing 
in the hospital and out-patient department. An 
. increase in the personnel of the department will 
undoubtedly be necessitated as an increase in 
clinic and hospital demands occur. The plan 
given results in the maintenance of the closest 
relationship with the department, the patient, the 
medical and nursing staffs, and the hospital ad- 
ministrator. As such an integral unit its activi- 


ties are therapeutic, preventive, and economic in 
character. The efficient functioning of this 
medical social service department has so helped 
the physician that striking results have been 
produced especially in combating cardiac disease 
in children and the toxemias of pregnancy. There 
has been an appreciable decrease in the hospital- 
ization period of cardiac children despite the fact 
there has been an increase in the number of clinic 
cases and although there was a 50 per cent in- 
crease in the number of obstetrical patients since 
1932 the incidence of toxemias of pregnancy has 
been reduced from 6.8 per cent to 1.9 per cent. 
This reduction has resulted in over a 50 per cent 
saving in cost of hospital days devoted to toxemia 
cases. A brief account of the origin and history 
of medical social service is given. The need of 
this branch of social work has been definitely 
established and its rapid development since its 
recent beginning is signal proof of its field of 
usefulness and the value of the services it renders. 
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Nuisance Charges 


Nuisance taxes disgruntle the taxpayer, but 
like it or not he must pay them. Likewise, nui- 
sance charges disgruntle the hospital patient. 
When he is disgruntled he either refuses or makes 
trouble about paying them and he leaves the hos- 
pital with the broad general feeling that he has 
been badly treated. 


Patients have learned to expect special charges 
for operating and delivery room, laboratory, x-ray, 
physical therapy, and so forth. But they are 
quite likely to resent a charge of ten cents for a 
dose of castor oil, fifty cents for a surgical dress- 
ing, or a dollar for a special prescription. 


Collection is easier and cheaper from a satisfied 
patient than from a dissatisfied one. If the hos- 
pital can arrange to absorb the minor charges 
even by increasing some of the expected charges 
by the very small amount necessary to offset these 
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nuisance charges, it will contribute much to the 
satisfaction of its patients and to ease the collec- 
tion of its accounts. 


The problem of special prescriptions is always 
troublesome. Hospitals that have tried it have 
found it fairly satisfactory to establish a “hospital 
formulary” and to furnish these compounds to- 
gether with pharmacopial drugs (not including 
biologicals) gratis but to make a proper charge 
for all other prescriptions and non-official pharma- 
meuticals. 


In the case of soft drinks and similar non-drug 
articles, the hospital should either charge them to 
the patient at popular prices or if an increased 
price is charged it should accompany the article 
with a sales slip showing the price charged. 


The patient will have no legitimate complaint 
if his final bill shows a large amount of such ex- 
tras, if a charge slip has warned him of the cost 
of the items. 
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Sutter Maternity Hospital 


Opened November 24, 1937 


R. D. BRISBANE, Sacramento, California 


to the public December 3, 1924, and patron- 

age gradually has built up to the point where 
the average daily census was 190 guests with only 
a 200 bed capacity. Nearly two years ago an 
effort was made to interest the Board of Trustees 
and the medical profession in a separate hospital 
devoted entirely to maternity cases in harmony 
with the recommendations of leading obstetri- 
cians. Because of overcrowding in the General 
Hospital and the large number of patrons turned 
away, the Board of Trustees gave authority to 
proceed. 


GS wine GENERAL HOSPITAL was opened 


When the General Hospital first was opened 
fourteen years ago, two miles from the business 
district, the city had few problems concerning 
traffic or noise, but during the intervening period 
the automobile and spreading street car lines 
have made the present location an undesirable 
one. Property also has risen in value to a point 
where it made further expansion adjacent to the 
hospital prohibitive. 


In order to provide for future expansion in a 
district where most of the traffic noise could be 
eliminated, eleven acres of ground were obtained 
two miles farther out from the present location, 
yet within the city limits. On this site a new ma- 
ternity hospital was built, costing $185,000 and 
accommodating fifty-two beds, twenty-eight of 
which are private rooms, sixteen in two-bed 
rooms, and two wards of four beds each. 
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Inasmuch as so many mistakes have been made 
by the best architects concerning location of ser- 
vice rooms and other general features, the man- 
agement took the responsibility, in consultation 
with supervising nurses, of drawing the floor 
plans to scale before passing them on to the archi- 
tect; and the management therefore assumed full 
responsibility for all design outside of construc- 
tional features that must be left to architectural 
engineers. 


Advantages of the Horizontal Type 
of Construction 


Several departures were made from the tradi- 
tional ideas of hospital construction. First of all, 
a vertical building has its disadvantages even 
though there may be certain savings. Elevators 
do get out of order. There still are many people 
who would rather walk one flight of stairs than 
use an elevator; and with the cost of building 
mounting in proportion to the number of stories, 
and the cost of operators, the two-story structure 
of this size seemed preferable, especially as suf- 





Sutter Maternity Hospital 


32 


HOSPITALS 











we 


Ad 


wu 











First Floor Lobby 


ficient space was available to add other wings if 
necessary. 


Separate Units for Special Hospitals 


Another tradition is centralization of all facili- 
ties. It is transpiring that obstetrical, pediatric, 
and convalescent accommodations, at least, are 
better housed in separate buildings because of the 
possibility of cross-infections carried by physi- 
cians, nurses, employees, and common dishes and 
utensils, where all cases are housed under one 
roof. 


When decentralization is attempted, natur- 
ally some duplications must be made, such as ele- 
vators, kitchens, etc. But, it is the belief of the 
writer that these duplications not only mean pro- 
tection from cross-infections, but secondarily, 
better efficiency at times, especially where auto- 
matic devices may be used to cut labor expense. 


Planning for the Nursing Service 


Whether due to the lack of understanding of 
the nurse’s problems by the management or 
whether the architects have not taken the trouble 
to learn something of those problems, most hos- 
pitals are built with little regard to the large 
number of steps that must be taken by the nurse 
each day in going from rooms to service rooms 
and to her desk. It is very evident to anyone who 
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stops to think that every unnecessary step that 
the nurse must take robs the guest of that much 
attention and adds that much expense to the hos- 
pital employing her. The large majority of hos- 
pitals built in the past are atrocious from the 
nurse’s standpoint. Some of those designed by 
architects supposed to be leaders in hospital con- 
struction have service or utility rooms one to two 
hundred feet from the nurse’s desk or from the 
rooms that she must serve. Such carelessness is 
inexcusable from the standpoint of management. 


Expense of Unnecessary Ornamentation 


It is another fault of the building professions 
to load up hospitals with ornamental cornices and 
facades, and a thousand and one other costly items 
for which the hospital never has a use and yet 
must pay huge sums for architects’ fees, construc- 
tion, interest, and maintenance. It will be noted 
that all exterior ornamentation was reduced to 
the minimum. Many interior superfluities in- 
cluded in the first plans by the architect were left 
out, making this building one of the most eco- 
nomical for the type of construction. 


Arrangement for Nursing Facilities 


In our new hospital, next to the proper location 
of guest rooms the arrangement of the nursing 
facilities had first consideration, and it will be 


33 





noted that the utility room, linen closet, blanket 
warmer, isolation nursery, sink, crushed ice, 


medicine closet, hot plate for light nourishments — 


at night, and everything else for the convenience 
of the nurse, is located within five steps of her 
station. The nurseries are adjacent to her desk for 
immediate attention and oversight of the babies. 


Separating the Entrances from the 
Guest Corridors 


One more feature that is generally overlooked, 
is the placing of rear or trade entrances so that 
they are entirely separate from overlooking guest 
rooms. Too often the morgue is placed where 
guests may see the mortician visit the morgue; 
this can have a depressing effect on anyone who 
is ill. In this building, service entrance, morgue, 
power room, kitchens, and delivery rooms are all 
located in a wing entirely separate from the guest 
corridors to which there can be no conveyance of 
unpleasant noises or scenes. 


Use of Artificial Lighting 


Perhaps it is a sectional preference but physi- 
cians of this city prefer artificial light to natural 
light for all operations and deliveries. For this 
reason, no window space was provided except for 
daylight general illumination in the delivery 
rooms or surgery. Spot lights using but 100-watt 
lamps are suspended from the ceiling over deliv- 
ery tables giving all the lighting necessary. It 
will be noted, no less than three doors shut out all 
sound between delivery room and guest corridors. 


Installation and Care of Linoleum Floors 


Another feature that is considered well worth 
while is the construction of linoleum cove 
throughout the institution which will save its 
cost in a few years in cleaning expense compared 
with any type of flooring except tile or terra cotta. 
It is believed that the unsanitary base-board and 
quarter-round have no place in a modern hospital. 
Is it not time as well that the proverbial battle- 
ship linoleum be discarded for lighter and more 
cheerful colors? Marbelle linoleum was _ laid 
throughout with which furniture, hangings, 
walls, and other appointments blend in soft 
brown, green and cream effects, so that no white 
appears in any place. A dado of Linowall was 
placed on main and second floor lobbys and in all 
nurseries. It might be added that contrary to gen- 
eral ideas of linoleum upkeep this floor covering 
in corridors and rooms was washed with turpen- 
tine immediately after being laid and given a 
coat of expensive clear varnish that is both water- 
proof and chemicalproof, having withstood dis- 
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coloration under concentrated nitric acid. All the 
upkeep now necessary for these floors is a damp 
mop, eliminating the continuous and unnecessary 
expense of waxing. 


Varnish for Floors and Wood Trim 


A pleasing, economical feature was obtained by 
using this same varnish throughout on the nat- 
ural wood trim. A coat of shellac and two coats of 
varnish were used, forming a very warm, light 
appearance and adding greatly to the cheeriness 
of hallways as well as rooms. The best grade of 
pine was used for trim excepting for the door cas- 
ings and stops which were made of birch. All 
doors are slab construction and because of the 
light finish and varnish used, show no finger 
marks, avoiding another constant source of un- 
kempt appearance in many hospitals where dark 
finish doors are used. Casings for doors and win- 
dows are flush with plaster. 


Air Conditioning in the Hospital 


Air conditioning engineers have found that 
twenty-five per cent of refrigeration is lost dur- 
ing the summertime when awnings are not used 
to keep the sun’s rays from the windows. Exten- 
sive search revealed an awning that is made of 
cedar louvers and steel which can be painted any 
color desired and left attached to the building in- 
definitely, the louvers adjustable by an attach- 
ment inside the room. These were painted with 
an enduring aluminum of asphalt base that not 
only reflects the sun’s rays but gives a modernistic 
touch to the exterior. The same kind of aluminum 
was used over the composition roof which lowers 
the roof temperature fifteen to twenty degrees in 
the summertime, not only helping to keep the 
building cool and making for a long life of the 
asphalt and paper roof, which in this case was 
laid directly on the roof slab. Three inches of 
rock wool covers all exterior walls and interior 
roof for further insulation. 


Advantages and Economy in Separating the Con- 
tracts for Special Features from the 
Construction Contract 


Air conditioning, linoleum, painting, water 
system, elevator contracts, all furnishings, and 
everything but the actual building, were kept 
separate from the general construction contract, 
thereby saving not only the general contractor’s 
fee of ten per cent but the architect’s as well of 
six per cent. It is believed much better workman- 
ship was obtained by keeping these separate be- 
cause we found that few architects have any per- 
sonal knowledge of air conditioning, much less 
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its application to hospitals, and very little of prac- 
tical paint problems. Preliminary bids were re- 
quested from the five largest air conditioning 
companies of the United States. Four of these 
companies agreed very closely on their specifica- 
tions. With these in mind, final bids were re- 
quested. Thirty tons of refrigeration were re- 
quired for the cooling system at peak. Twenty 
tons of this will be obtained from well water on 
the property of the hospital, this water coming 
from the well at sixty-five degrees, going through 
the air conditioner and returning to a waste well 
that will help to keep up the water level. On the 
hottest days an auxiliary ten ton compressor will 
cut in either with two cylinders or four as are 
necessary to maintain temperature of eighty to 
eighty-five degrees inside the building. 


Eliminating Steam Radiators 


It has been found from our fifteen years of ex- 
perience in hospital maintenance that the ordin- 
ary steam radiator is the most expensive heating 
system that can be installed due to the discolora- 
tion of walls and ceilings from the heated dust on 
the radiator. For this reason an air conditioning 
plant that filters and humidifies the air and uses 
no floor space for radiators was considered much 
more practical. 


Two separate systems provide filtered and 
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warmed or cooled air for the rooms at seventy- 
two degrees in the wintertime. Another system 
provides air at the right temperature, filtered, 
and humidified for the nurseries and delivery 
suite at approximately eighty-five degrées the 
year round. By means of individual units that 
can be placed in any one of the four isolation 
nurseries, proper temperature and humidity may 
be supplied for prematures at any time desired. 
The system has been balanced perfectly so that 
an even temperature is maintained throughout 
the guest rooms and nurseries. It might be added 
that the air enters through louvers next to the 
ceiling which can be either closed or opened, and 
exhausted through adjustable louvers in the base 
of each room door. In spite of the adverse com- 
ments made concerning air conditioning as ap- 
plied to hospitals, we believe that the better fea- 
tures of such a system far outweigh the old steam 
and radiator construction. Not only will the 
blackened ceilings and the expense of painting 
every two years be eliminated but inasmuch as 
the system itself is automatic and operates on low 
pressure the costly employment of engineers is 
eliminated, that for a building of this size operat- 
ing under high pressure would cost the hospital 
six hundred dollars a month extra. Moreover, the 
cost of a steam radiator system alone would have 
equalled what was paid for units providing cooled 
as well as heated air. 





Advantages of Multiple Small Nurseries Over One 
Large Nursery 


It will be noted that instead of one large nurs- 
ery no less than eight are provided so that at the 
most six or seven babies will occupy one nursery. 
One of the nurseries at each nursing station is 
visible to the public through a plate glass window 
while another is reserved for treatments or babies 
that should not be shown to the public. A small 
passageway between these two nurseries provides 
a place for the doctor to wash and gown before 
entering either nursery. It is believed that the 
forced circulation of properly humidified and fil- 
tered air will do much to overcome the infections 
that arise seemingly from overcrowding in large 
nurseries. 


Allotment of Nurses to Mothers and Babies 


Inasmuch as the building in all features was 
designed to serve the community at the lowest 
cost possible, the idea of a separate cubicle for 
each baby was not incorporated because of the 
extra nursing cost. For the last ten years Sutter 
Hospital has allotted one nurse to three mothers 
and three babies, each infant in a separate crib 
designed by Sutter Hospital, with a table attached 
to the crib on which the baby is bathed with sep- 
arate utensils and’ medication and having its 
clothes sterilized daily. By this means cross- 
infections already have been elim'nated, and it is 
believed in the new building with forced circula- 
tion of air there will be no possibility of nursery 
epidemics. 


Flat Rates in Sutter Maternity Hospital 


It might be mentioned here that the rates are 
$80.00 for ten days’ care of mother and baby in 
a private room not including a gas anesthetic or 
prescriptions ordered by the doctor. A rate of 
$70.00 for a two-bed room and $65.00 in a four- 
bed ward is charged for the same period. These 
flat rates have proved very popular with the pub- 
lic, one-third of the patronage coming from dis- 
tances of twenty-five to two hundred miles out- 
side the Sacramento area. 


Room Furnishings—Accommodations 


Rooms are furnished in hard maple furniture, 
including beds with Gatch springs, inner spring 
mattress, bedside stand, tray table, easy chair, 
straight chair, and screen. Utensils are stainless 
steel. 


All rooms have connecting lavatories, with bed- 
pan washers of the flexible hose type and 
equipped with automatic vacuum breaks. Another 
change was made from standard practice in re- 
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turning to the older type of toilets with the at- 
tached tank that are almost silent in their opera- 
tion compared with the flushometers so widely 
used in institutions. 


Electrical Features 


Electrical features include the usual bedside call 
system, a two-way paging system, side wall night 
lights with switches in the corridors, neon sign 
for the exterior, automatic elevator, and other 
automatic features throughout the building 
wherever possible. At each bedside are connec- 
tions for radio, telephone, and utility outlets. 
Anyone installing telephones should ask for the 
new type that has the ringing circuit in the base 
of the phone instead of the ugly separate box. 


Formula Kitchen 


A formula kitchen provides refrigerating 
space for formulae for every baby. In this kit- 
chen a maid attends to sterilization of all bottles 
and making of formulae. In the main kitchen the 
newest type of automatic coffee urn is used in 
which coffee may be made every fifteen minutes 
assuring fresh coffee at all times during service. 
Automatically controlled gas range, oven, and 
steam cooker are likewise used. 


Tray Service 


Tray service, with the exception of salad plate, 
cup and saucer, is entirely of silver as this has 
been found more economical than crockery in 
maintenance. Both silver and crockery dishes 
are warmed preceding every meal so that food 
always leaves the kitchen steaming hot and salads 
or desserts are taken directly from the refriger- 
ator and put on the trays immediately before 
serving. 


Painting and Decorating Done Under 
Management Supervision 


Contrary to another general practice the entire 
decoration of the building was under hospital 
management. The building is reinforced concrete 
and the exterior was finished smooth by use of 
surfaced, oiled forms at the time of pouring the 
cement. These exterior walls were primed to kill 
the alkali and one coat of straight lead and oil 
was applied over the primer, making a finish that 
will remain intact two or three times as long as 
prepared washes or whitewash. Interior var- 
nishes and paints were thoroughly tested before 
using, a very light green being used for room 
walls, light yellow for corridors, flat cream for 
ceilings. Two coats of paint were applied on in- 
terior walls as well. 
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As two-thirds of the cost of painting consists 
of labor, it pays to apply the best materials avail- 
able. It is our experience that painting contrac- 
tors as a whole when working on a contract basis 
cannot be relied upon to furnish the best except 
by most careful specifications and close supervi- 
sion. It is conservatively estimated that the in- 
stitution saved $1,500 by hiring its own painters, 
and obtained the materials desired as well. 


Use of Decorative Tile, Glass Tile, and 
Stainless Steel 


Delivery rooms and surgery suite are finished 
with a dado of pleasing green tile, hexagon tile 
floor, with painted upper walls and ceiling to 
match. All furniture is of steel and chrome fin- 
ish. Mercury switches are used for spot lights. 


Cabinets, sinks, crushed ice containers, and 
other equipment were finished with monel or 
stainless steel wherever possible. 


Glass tile is used to light the main stairway, 
and was installed as well in corridor partitions 
where dark corners could be eliminated. 


Traffic In and Out of the Hospital 


It might be mentioned in passing that all traf- 
fic in and out of the building passes through the 
ambulance entrance at the side where elevator 


and stairs are available. A glass partition allows 
control from the registration desk. In this way a 
large amount of travel is eliminated through the 
main lobby, and all traffic noise is kept away from 
the front of the building where guest rooms are 
situated. 


Minimum of Duplications in Operating 
This Separate Unit 


The only duplications required in operating 
this unit two miles from the General Hospital 
were the services of a registration nurse and a 
kitchen and serving force, part of whom would 
have been added with the additional beds; an auto- 
clave for dressings; an elevator; and a truck to 
carry supplies and linen. The additional advan- 
tages in being away from traffic and separate from 
the main hospital, however, should outweigh these 
expenses. Otherwise the new hospital is operated 
exactly the same as an additional floor would be, 
and the supervisor in charge assumes control of 
the hospital. 


Sacramento is one of the few cities of the 
United States where the birth rate is not declin- 
ing, and it is believed that a definite progressive 
step has been taken in constructing the first sep- 
arate maternity hospital in California and the 
second west of the Mississippi, for the better care 
of modern mothers and their babies. 





The February Meeting of the American Hospital Association 


Each year February brings together a meeting 
of the various groups of the American Hospital 
Association having in their charge special 
activities. 


This year a larger group will be in attendance. 
Beginning with Saturday, February 12, the entire 
membership of the six Councils of the Associa- 
tion, thirty-six in all, will convene at the Drake 
Hotel. 


Saturday, February 12, 10 a.m. Conference of 
each of the six Councils for discussion of 
their respective functions, and formulating 
the program of the Councils for the year 


12:30 a.m. President Neff’s luncheon to the 
members of the Councils 


3:00 p.m. Meeting of the Committee on Co- 
ordination of Activities 


Sunday, February 13, 10:00 a.m. Meeting of 
the Committee on Coordination of Activities 


All of the above meetings will be held at the 
Drake Hotel. 
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Monday, February 14, 10:00 a.m. Meeting of 
the Board of Trustees at the Headquarters 
of the Association, 18 East Division street 


7:00 p.m. Board of Trustees’ Dinner to state 
association executives and guests, Palmer 
House, Dining Room 8 


Conference of State, Provincial, and Regional 
Hospital Association Officers 


Monday, February 14. Luncheon of the Secre- 
taries’ Conference, Private Dining Room 9, 
Palmer House 


Tuesday, February 15. Conference of the presi- 
dents, secretaries, and chairmen of the legis- 
lative committees in the Illinois Room, Pal- 
mer House 


The Annual Mid-year Conference of the State, 
Provincial, and Regional Associations is construc- 
tively a most important meeting. Each associa- 
tion should be well represented at this meeting. 
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The Organization of a Large Teaching Hospital 


Classification of Personnel at the Massachusetts 


General Hospital 


NEWMAN MDM. BILLER, M.B.A., Boston 


of a large metropolitan teaching hospital is 

rarely understood by the patient, the average 
layman, or the philanthropic contributor. Hos- 
pital care has become not only more extensive in 
character and scope, but also more intensive in 
practice. As a result, more and more specialized 
personnel is required. 


Te complexity of the personnel organization 


When patients are admitted to the private 
rooms or wards of the hospital, they seldom 
realize the activities of the myriad workers—all 
of whose efforts have been coordinated in such 
manner as to provide for their optimum care and 
comfort. 


How many hospital administrators are con- 
scious of the number of classifications of person- 
nel employed within the respective departments 
of their particular institutions? 


Four-Fold Policy of the Massachusetts 


General Hospital 


A list was recently drawn up of the classifica- 
tion of personnel currently employed in the vari- 
ous departments of the Massachusetts General 
Hospital. The policy of this institution is four- 
fold, namely: 


1 To care for the sick and injured 

2 To provide teaching facilities for acquiring 
knowledge in medicine and allied sciences 
To conduct research in the furtherance of 
scientific medicine 
To aid in the development and maintenance 
of a program for the prevention of disease 
and for the care of the public health 


To perform these functions in all respects (in a 
manner testified by the pages of history, the insti- 
tution has drawn unto itself a large group of pro- 
fessional and non-professional workers, guided 
by a progressive and efficient administration. 


Correlation of Activities in General Departments 


The activities of this hospital are correlated in 
fourteen general departments: 
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Administration 

Accounting 

Apothecary 

Dietary 

Housekeeping 

Laundry 

Maintenance 

Medical Service 

Nursing Service 

10 Pathology 

11 Staff Quarters and Dormitories 
12 Social Service 

13 X-ray 

14 One grouping “Special Departments” 
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The problem of selecting, organizing, and train- 
ing persons for hospital service requires a clear 
understanding of the activities to be performed; 
in short, detailed job analyses and the more inti- 
mate knowledge of personal relationships. 


Four General Departments of Professional Care 


The program of medical care, clinical teaching, 
and scientific research in this hospital is carried 
on by four general departments—medicine, sur- 
gery, pathology and bacteriology, and roentgen- 
ology. There is a chief of service for each of 
these departments. 


The ophthalmological and _ otolaryngological 
needs of the Massachusetts General Hospital are 
served by the Massachusetts Eye and Ear Infir- 
mary. As such, the Eye and Ear staff becomes 
part of the staff of the Massachusetts General 
Hospital. 


Specialty services within the department of 
medicine are—general medicine, dermatology and 
syphilology, neurology, psychiatry, and children’s 
medicine. 
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Specialty services within the department of 
surgery are—general surgery, orthopedics, urol- 
ogy, obstetrics, dentistry, and anesthesia. 


Each of the specialized services within the gen- 
eral departments of medicine and surgery is 
headed up by a chief of service. 


Gradations in Rank in the Clinical Departments 


The gradation in rank of the staff in the general 
medical service within the department of medi- 
cine serves as a typical example of the organiza- 
tion of the other specialized services. The rank- 
ings are as follows: chief of medical service, 
physicians, associate physicians, assistant physi- 
cians, assistants in medicine, research fellows, 
‘resident physicians, and assistant resident physi- 
cians. In the out-patient department, there is a 
further classification of graduate assistants in 
medicine. 


Some of the doctors in the various grades of the 
services devote full time to the hospital and re- 
ceive a stipulated salary. Others devote full 
time, receive a salary from the hospital and also 
enjoy the privilege of seeing private patients in 
their private offices located within the hospital. 
Another group of doctors devote full time and re- 
ceive their salaries partially from the hospital 
and partially from Harvard Medical School or 
from special funds and/or grants. Still another 
group of doctors devote part of their time to pa- 
tients on the wards and/or in the clinics and re- 
ceive no salary whatsoever. 


In 1936 there were one hundred fifty-three ap- 
pointments to the various gradations of staff in 
the services of the general department of medi- 
cine; one hundred thirty-six to services in the de- 
partment of surgery; ten in roentgenology; six 
in pathology, and forty-two in ophthalmology and 
oto-laryngology. (These figures do not include 
the staff of residents, house officers, graduate as- 
sistants in the out-patient department, or mem- 
bers of the honorary staff or of the board of con- 
sultation. ) 


In addition to the physicians’ specialized clas- 
sifications for the diagnosis and treatment of dis- 
ease, other job analyses must provide; (1) for 
the management of patients; (2) for the labora- 
tory aids to their care; (3) and for the essential 
administrative, clerical, and mechanical activities. 


How Workers Are Assigned to Their Activities 


So far as possible, all workers are assigned to 
activities dependent upon their proficiency, com- 
petency, temperament, character, and general in- 
telligence. Every position involves three essen- 
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tial elements—working with people, working with 
ideas, working with things. The job classification 
of each worker determines in large measure the 
degree of emphasis on any or all of the above 
named elements. 


Fitting the worker to the particular job is an 
important step in promoting individual efficiency 
in hospital personnel. 


The Classifications of Personnel 


Within the fourteen departments, excluding 
doctors, there are one hundred seventy-five dis- 
tinct classifications of personnel. Skills, atti- 


tudes, and aptitudes of workers must be found out 
by intelligent personnel management—necessi- 
tated by the varying individual differences and the 
specialized techniques needed in these various 
professional and non-professional occupations. 


The economic, political, and social challenges of 
the present demand that all hospitals adopt a far- 
sighted personnel policy. 


Thus, it will become increasingly essential that 
all individuals engaged in hospital service (of any 
type) be thoroughly trained and prepared to con- 
tribute toward the advancement and the increased 
efficiency of the institution of which they are an 
integral part. 


The list of the classifications of personnel with- 
in the departments is, as follows: (To minimize 
duplication in classification, secretaries and clerks 
are mentioned only in the administration depart- 
ment. They are provided in other departments 
wherever needed.) 


ADMINISTRATION DEPARTMENT 


Director 
Assistant Directors 
Executive Assistants 
Secretaries 
Clerks 

a Information 

b Filing 

ce Billing 

d Mail 

e Relief 
Messengers Male and Female 
Hostesses 
Admitting Officers 
Telephone Operators 
Librarians 

a Medical Reference 

b Patients’ 
Purchasing Agents 
Storekeeper 
Multigraph Operators 
Ambulance Drivers 





ACCOUNTING DEPARTMENT 


1 Chief Accountant 

2 Bookkeeper 

3 Collection and Payroll Clerks 

4 Cashiers 

5 Comptometer and Billing Machine Operators 
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DIETARY DEPARTMENT 


Head Dietitian 
Assistant Dietitian 
Chefs 

Pastry Cooks 
Second Cooks 

Chef’s Helpers 
Elevator Operators 
Kitchen Men 
Cleaners 

Vegetable Preparers 
Serving Women 
Serving Men 

Matron of Dining Rooms 
Waitresses 

Bakers’ Assistants 
Iceman 

Salad Cooks 

Dish Washers 

Glass Washers 

Pot Washers 
Truckmen 

Kitchen Maids 
Night Watchmen 
Linen Sorter 

Ward Kitchen Maids 
Food Store Help 
Butchers 

Milkman 
Cashiers—Pay Cafeteria 


APOTHECARY 


Chief Pharmacist 
Assistant Chief Pharmacist 
Registered Pharmacists 
Assistant Pharmacists 
Porters 

Stock Room Employees 


PATHOLOGY DEPARTMENT 


Pathologist 

Assistant Pathologists 
Bacteriologist 

Diener 

Technicians 


X-RAY DEPARTMENT 


Radiologist 
Assistant Radiologists 


3 
4 
5 
6 


7 
8 
9 
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Gradations of Paid Resident Staff 
Nurses 

Orderlies 

Technicians—trained 

Dark Room Technicians—trained 
Dark Room Technicians—untrained 
Electricians 


LAUNDRY 


Foreman 

Assistant Foreman 
Assistant Forelady 
Wash Men 
Tumbler Operators 
Extractor Operators 
Mangle Operators 
Shakers 

Hand Ironers 
Linen Sorters 
Press Operators 
Porters 

Folders 

Gauze Stretchers 


STAFF QUARTERS 


Matrons 
Housemen 
Chambermaids 
Janitors 
General Maids 


HOUSEKEEPING DEPARTMENT 


Matron 

Assistant Matron 
Elevator Employees 
Housemen 
Chambermaids 

Coat Room Maids 
Floor Polishers 
General Duty Porters 
Linen Porters 
Cleaners 

Housekeepers 

Maids 

Seamstress 

Sewing Room Workers 
Fitter in the Sewing Room 
Ward Maid Helpers 


- MAINTENANCE DEPARTMENT 


Superintendent of Works 
Architectural Assistant 
Chief Engineer 
Engineers 

Firemen 

Carpenters 

Electricians 
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8 Machinists 
9 Oxy-Acetylene Welder 
10 Painters 
11 Plumbers 
12 Plumbers’ Helpers ° 
13 Heating and Ventilating Mechanics 
14 Steam Fitter 
15 Roofer 
16 Laborers 
17 Gardeners 
18 Incinerator Operators 
19 Watchmen 
20 Gate and Yard Keepers 
21 General Mechanics—Elevators 
22 Radio Technician 


NURSING SERVICE 


Superintendent of Nurses 

Assistant Superintendent of Nurses 
Executive Assistants 

Practical Instructors—Training School 
Theoretical Instructors—Training School 
Physical and Social Director 
Supervisors of Nursing 

Assistant of Supervisors of Nursing 
Chief Male Orderly. 

Male Orderlies 

Male Nurses 

Graduate Head Nurses 

General Duty Graduate Nurses 
Student Nurses 

Operating Room Nurses 

Obstetrical Room. Nurses 

Anesthetists 

Fracture Orderly 

Instrument Orderly 

Porters 


1 
2 
3 
4 
5 
6 
: 
8 
9 
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SPECIAL DEPARTMENT 


Medical Record Librarian 

Assistant Medical Record Librarian 
Abstractors of Records 

Medical Artist 

Employees Health Officer 
Occupational Therapist 
Photographer 

Dental Hygienist 

Physiotherapist 

Nerve and Electro Therapists 
Podiatrists 

Surgical Apparatus Foreman 
Instrument Repairers 

Instrument Polishers 

Brace Makers 

Blacksmith 

Leather Workers 

Opticians 

Refractionists 

Barber 

Beautician 

Animal Farm Attendant 
Laboratory Technicians—professionally 
trained 

Laboratory Technicians—not professionally 
trained 


SOCIAL SERVICE DEPARTMENT 


Chief of Social Service 
Assistant Chief in Charge of House Service 
Assistant Chief in Charge of Out-Patient 
Department 
Educational Director 
Medical Social Workers 

a House 

b Out-Patient Department—General 

ec Out-Patient Department—Special 

Clinics 
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Detroit Hospital Survey 


The Jewish Welfare Federation of Detroit has 
undertaken a hospital survey for the purpose of 
determining whether there is a need for a hospital 
under Jewish auspices in the City of Detroit. For 
this purpose it has invited Dr. J. J. Golub, director 
of the Hospital for Joint Diseases of New York 
City, to direct the survey. 

In outlining the purposes of the survey, Dr. 
Golub stated that the study will be guided by the 
following four principles: 

“1 Is the need in hospital service as a whole 
greater than that which the available serv- 
ices can give? 

Is there a need for a hospital for any spe- 
cial service which is not being furnished? 
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Is there a need for additional and not now 
readily-available opportunities for staff ap- 
pointment for Jewish physicians and in- 
ternes to enable them to keep abreast of 
the progress in medical science and to pur- 
sue research? 

Is there a need for creating an agency to 
encourage the wider use of existing health 
agencies, since many people are unaware 
of their existence and the character of 
their work?” 


The survey will involve considerable fact-find- 
ing procedures, and correlation, and interpretation 
of data. It will also concern itself with the edu- 
cational opportunities and hospital staff appoint- 
ments of physicians of Detroit. 





The Diagnostic Clinic of Johns Hopkins Hospital 


JOHN E. RANSOM, Baltimore, Maryland 


found its dispensary building antiquated and 

inadequate to meet the needs of its growing 
out-patient service. Consequently, the trustees 
sought a generous friend who would underwrite 
the cost of a new building. This friend they found 
in the Carnegie Corporation. The money for the 
new building was given conditioned on the hos- 
pital operating not only a dispensary service for 
the poor, but a diagnostic clinic for persons of 
moderate means. 


Bie in the 1920’s the Johns Hopkins Hospital 


The new dispensary was completed late in 1927 
and the service of the Diagnostic Clinic was inau- 
gurated in June of the following year. It has been 
offered continuously ever since. 


Purpose of the Clinic 


The Diagnostic Clinic is not a dispensary ser- 
vice for members of the “white collar class.” It 
accepts no patients who seek its facilities on their 
own initiative, but only those who are referred 
by physicians who desire to have the help of the 
Clinic in making diagnoses and suggesting treat- 
ment. The need which the Clinic attempts to 
meet is that of the doctor in private practice who 
must seek for his patient the diagnostic opinion of 
certain specialists whose skill may be essential to 
supplement his own skill and equipment. 


Who Are Eligible 


The Diagnostic Clinic does not accept every pa- 
tient whom a doctor may refer to the clinic, but 
only those whom it considers financially eligible. 
To be eligible the patient must be able to pay the 
Clinic fee of twenty-five dollars but unable to pay 
for private consultation service. The hospital has 
no desire to compete with physicians in private 
practice by accepting in its Diagnostic Clinic pa- 
tients who can afford to pay for such consultations 
as their family physicians may recommend. Conse- 
quently, it requires the referring doctor to furnish 
information concerning his patient’s financial 
status on which data the hospital may determine 
whether or not it should accept him for the clinic. 


Organization 


The staff of the Clinic consists of a director, an 
assistant director, and clinicians in the following 
fields of medicine: internal medicine, gastro-en- 
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terology, allergy, neurology, general surgery, 
proctology, laryngology, ophthalmology, urology, 
gynecology, roentgenology, and psychiatry. There 
is also a secretarial staff and a laboratory techni- 
cian. 

Procedure 


The patient is first given a general physical ex- 
amination by one of the internists. The internist 
orders such other special examination as he thinks 
the patient’s condition indicates. Any staff mem- 
ber examining the patient may order x-ray exam- 
inations and laboratory tests as he sees fit. 
In addition to the general physical examination 
which each patient receives, the 1,037 patients 
studied during the last year received a total of 
7,834 special examinations and tests—an average 
of 8.5 examinations and consultations per patient. 


The Clinic holds two sessions per week; some- 
times three. It examines a maximum of 12 to 15 
patients at each session. The patients may have 
to be available for examination from two to four 
consecutive days. No Diagnostic Clinic patients 
are admitted to the hospital wards for any part 
of the examination, but if from out of town, must 
stay in local lodgings until their examinations are 
completed. 

The Report 


After the examinations are completed the direc- 
tor or assistant director of the clinic compiles a 
report which consists of a brief summary of the 
findings together with recommendations as to 
treatment, and detailed reports of the various spe- 
cial examinations, laboratory findings, and x-ray 
interpretations. This report is sent to the refer- 
ring physician—never to the patient. 


Income and Expenditures 


The hospital aims to make no profit from the 
operation of the Diagnostic Clinic. The director, 
assistant director, secretaries, and laboratory 
technician receive salaries. The clinicians are 
paid a fixed stipend for each clinic session they at- 
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tend. There are certain direct costs such as vari- 
ous supplies, x-rays, Wassermann reaction tests, 
etc. Indirect costs covering light, heat, telephone 
service, nursing service, and general over-head are 
charged to the Clinic by the hospital. 


For the fiscal year ending June 30, 1937, the 
income from patients was $26,081.50. The costs 
of operation totaled $25,631.54, giving an excess 
of income over expenditures of $449.96. 


Georgraphical Distribution of Patients 


During the last fiscal year the Clinic examined 
1,037 patients, an average of 10 per session. Of 
these 232 were from Baltimore; 170 were from 
Maryland outside of Baltimore; 214 were from the 
District of Columbia; and 421 from 27 other states 
and six foreign countries. They were referred by 
654 different doctors. 





Growth 


The growth in the use of the facilities of the 
Clinic from its inception to the end of the last 
fiscal year (June 30, 1937) is shown in the fol- 
lowing table: 





Number 

Year of Patients 
(: SR ee re ee 632 
SA ovat edtatcuwsweneeas 748 
DS 5 Ki cwbewsasS esi eaeees 843 
Wh ss 2 seenwacevewncneas 928 
Ss inna satin Covkes awa 820 
Ss 5 5p ee as 3 cnet 767 
TG 6.50 Skane ennneutenn ss 929 
GR Kaa kee eu cwweasakawresnl 1,001 
Ds i tka na oidonsdasaecas 1,037 

DW sd vieuadansras 7,705 





Mr. W. D. Crow Retires from Active 
Service 


W. D. Crow, senior member of Crow, Lewis and 
Wick, architects who have designed some of the 
finest hospitals in the United States, is retiring 
from active business and is no longer associated 
with this well known firm of architects who have 
given special attention to hospital planning and 
construction. 

The services which Mr. Crow has rendered dur- 
ing a lifetime of active work in the field of hos- 
pital architecture are inestimable, not only as an 
architect but as active member of the Board of 
St. Barnabas Hospital in Newark, New Jersey. 
He has contributed a great deal to sound hospital 
administration as well as to superior hospital 


planning. 
—_—_ >. 


J. B. Franklin Goes to Archbold 
Memorial Hospital 


J. B. Franklin, for the past seven years super- 
intendent of the Grady Hospital, Atlanta, Georgia, 
and formerly superintendent of the Georgia Bap- 
tist Hospital in Atlanta, has accepted the appoint- 
ment of superintendent of the John D. Archbold 
Memorial Hospital, Thomasville, Georgia. 

Mr. Franklin is one of the oldest hospital ad- 
ministrators in point of continuous service. He 
is exceptionally well qualified for the position and 
his work at Grady Hospital during the past seven 
years in reorganizing the professional services 
and rehabilitating the plant is an outstanding 
accomplishment. 
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A New Film of Interest to Hospitals 


The Harmon Foundation, 140 Nassau Street, 
New York City, has prepared in cooperation with 
the New York Hospital School of Nursing the 16 
millimeter silent film, “Nurses in the Making.” 
It takes the audience behind the scenes in nursing 
education and tells a story of interest not only to 
nurses but to educators, parents, and girls. 

It shows the fields of service open to the nurse, 
and portrays the high lights of modern nursing 
education. It portrays the work of the student 
nurse in the wards, operating rooms, laboratories, 
and other departments of the hospital. It illus- 
trates the different phases of student life, her 
social and recreational activities, and the super- 
vision of her health. 

The film should be of interest to hospitals, 
schools of nursing, and the public in general. Ar- 
rangements can be made with the Harmon 
Foundation for its loan and rental. 


———— 


Nursing Home of St. Luke's Hospital, 
New York City 


St. Luke’s Hospital formally opened its nurses’ 
home, which was built at a cost of $1,500,000. It 
was made possible by a donation from Mary Fitz- 
gerald in memory of her father, and will be 
known as the Eli White Memorial Building. The 
tenth to the fourteenth floors will be devoted to 
living quarters for the nurses, the third floor will 
contain the classrooms, the second the dining 
room for nurses, and the first will contain the 
offices, reception rooms, and a large auditorium. 
It will accommodate 300 nurses. 








Ambulance Service 


JAMES W. MANARY, M.D., Boston 


a great deal of interest because of the integral 

part it played in hospital life. I have spent 
all my life in hospital work and yet I still get a 
thrill riding on the front seat of an ambulance. 


Tex ambulance service seemed to me to hold 


Fortunate are they whose only reminders of 
such institutions as public hospitals are the 
clang-clang of the gongs of ambulances dashing 
on their missions of mercy. Sometimes I think 
that they dash through the streets as if advertis- 
ing the hospital. When the motorized ambulance 
supplanted the horse drawn vehicles much of the 
romance of the ambulance service was lost. 


Maintaining an Ambulance Service 


The majority of private and voluntary hospitals 
have found the maintenance of their own ambu- 
lances to be very unsatisfactory, since they have 
learned ambulances can seldom earn their cost of 
maintenance. With the widespread use of auto- 
mobiles today, a large proportion of patients uti- 
lize their private cars for transportation to and 
from the hospital. Of those who use ambulances 
many are reluctant to pay. It has been found 
that it is not economically sound for the average 
hospital to maintain its own ambulance service. 
The cost of operation is out of proportion to the 
rendered service and the collectible fees. Ambu- 
lances also add another source of “trouble,” nu- 
merous complaints, and criticisms, to the already 
heavily ladened “trouble” burden of hospitals. 


Funeral directors, who outnumber the hospitals 
two to one, have established private ambulance 
work and many institutions have taken advantage 
of this service. This service even offers detach- 
able signs, designating various hospitals, to be 
placed on the side of the ambulance. 


In the old days, accidents on the streets were 
not as numerous as today. The advent of the au- 
tomobile has made accidents and collisions on the 
street our “Public Enemy No. 1.” Consequently, 
ambulance service today is one of the most im- 
portant services of a hospital. Formerly, when a 
person was injured on the street, he or she was 
placed in a hack, cab, express wagon, or pung and 
taken to the hospital. Today, when a person is 
injured in an accident, he or she is thrown like a 
sack of potatoes into the front or rear seat of an 
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automobile and rushed headlong to the hospital. 
Much damage may be the result. 


It has been found that many hospitals are not 
interested in how the patient reaches the institu- 
tion. When I was a young house officer, the late 
Dr. John H. McCollum, then resident physician 
at our South Department for Contagious Dis- 
eases, was examining a patient who had just been 
admitted for measles. The doctor said to the 
young man, “What is the matter with you?” The 
young man repled, “Measles.” “Yes,” said the 
doctor, “but you have been in an accident of some 
sort? You are all black and blue.” 


“Oh!” said the patient, “I just came in the am- 
bulance.” 


No Uniform Method of Handling Accident Cases 


It has been found that in the larger cities, 
where so many accidents occur on the streets, 
there is no uniform method of handling these 
accident cases. Some cities are zoned, some are 
not; some ambulances have equipment, others 
have none; the service in one city is under the 
Hospital Commissioner and in another the Police 
Department or Fire Department, and in still an- 
other, the Board of Health. 


The transition from the horse to the motor is 
one of the most interesting phases of ambulance 
service. The first automobile ambulance ever 
constructed was presented in February, 1899, to 
the Michael Reese Hospital by five prominent 
business men. It had the great speed of sixteen 
miles per hour. It is interesting to note that 
in 1914, the ambulance equipment at the Belle- 
vue Hospital, New York, consisted of fourteen 
horse drawn vehicles, one Stanley Steamer, three 
gasoline cars, and four electrics. 


In the days of the horse drawn ambulances 
most public institutions had some special over- 
head harness, similar to that of the Fire Depart- 
ment. Others kept a horse harnessed at all times, 
night and day. Ambulances, then as now, had to 
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be ready at all hours, night or day, including Sun- 
days and holidays. Ambulance drivers, at that 
time, slept in the stables or stations and were 
ready for call for any emergency trip during the 
night. The labor problem has changed this set-up. 
Today, we have an eight hour shift with time off 
on Sundays and holidays, which results practi- 
cally in four shifts. 


I am going to attempt to give you a brief out- 
line of the ambulance services in several different 
cities. For a great deal of my information, I am 
indebted to Dr. Arthur B. Emmons and Dr. Fred- 
erick J. Cotton, from whose notes I have borrowed 
liberally. 


The Ambulance Service in Boston 


In Boston, each hospital has an ambulance serv- 
ice of its own. These ambulances, however, do 
little towards covering the ambulance service for 
injured persons on the street. They are used 
mostly for their own private work. The Boston 
City Hospital and its two Relief Station Ambu- 
lances cover all emergencies in their own zoned 
district. When an accident occurs outside of their 
zoned district, it is generally turned over to the 
police. We have found that when that accident 
occurs outside of our zone, the police, with their 
shorter runs to the scene of an accident, are very 
often in a better position to answer emergencies. 
However, the Boston City Hospital sends out an 
ambulance to any person asking for it, no matter 
where the call occurs, as long as it is within the 
city limits. There have been persons, who merely 
desiring taxi service, have called for an ambulance 
to bring them to the hospital, usually from an 
outlying section of the city. These persons, very 
often decide that they “feel better and guess they 
don’t want to go into the hospital after all,’”’ when 
the ambulance arrives at the accident ward. 


In Montreal 


In Montreal, the city is not zoned for ambulance 
service. Each hospital maintains its own ambu- 
lance. To prevent duplication, the hospitals have 
a working agreement whereby no ambulance is 
sent to an accident case unless it is called by a 
police officer, a doctor, or some other responsible 
party known to the hospital. 


In Toronto 


In Toronto, the ambulance service is under the 
control of the Department of Public Health. 
These ambulances respond to a call to any part of 
the city and carry patients to and from any hos- 
pital. 
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In St. Louis 


Most of the private ambulance work in St. 
Louis is handled by funeral directors. City am- 
bulances have been equipped with radio and mes- 
sages are relayed to ambulance drivers through 
the police department radio system. 


In Philadelphia 


The Police Department in Philadelphia con- 
trols the ambulance service. There are approxi- 
mately 45 patrol wagons and 2 regular ambu- 
lances. The patrol crews of the police wagons 
have received special courses in first aid. In ad- 
dition to members of the patrol crews, operators 
of 122 small cruising cars and 350 motorcycles 
have also received instructions in first aid. Twen- 
ty-seven hospitals in the Philadelphia area also 
maintain one or more ambulances for their own 
use. The hospitals cooperate, when asked, with 
the police in covering ambulance service for the 
city. If the Police Department or any other mu- 
nicipal department call on one of the voluntary 
hospitals to furnish an ambulance, an arrange- 
ment has been made whereby ten dollars is paid 
for this service. 


In New York 


New York ambulances are maintained by all 
municipal hospitals and certain private hospitals. 
The entire ambulance service is under the direc- 
tion of a deputy commissioner who, in turn, is 
responsible to the Commissioner of Hospitals. 
Each ambulance hospital has a definite zone. 
When an ambulance is needed anyone may call 
for it. This call is put through to police head- 
quarters who relay it to the precinct which covers 
the locale of the call. The precinct then tele- 
phones the hospital in whose district the ambu- 
lance is desired. Each ambulance is manned by 
an intern and driver, the latter is employed and 
paid by the hospital. The city reimburses each 
hospital the sum of $4,750.00 annually for the use 
of each ambulance. The interns, who ride on the 
ambulances, do so as a part of their hospital serv- 
ice. Dr. S.S. Goldwater, Commissioner of Health 
of New York City, has published a little book of 
instructions to chauffeurs in the ambulance serv- 
ice of all hospitals in the city of New York. I 
believe everyone who operates an ambulance serv- 
ice should have one of these books. I have taken 
the privilege to quote two paragraphs from the 
book, which I believe to be important. 


“The first purpose of an ambulance is to re- 
spond to an emergency call as promptly as pos- 
sible, with safety and without running the risk 
of an accident, either to the car or to another pas- 
senger or vehicle. The object is to minister to a 
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human being, sick or injured; to render first aid 
or immediate relief and then transfer the sufferer 
to the hospital or his home. This is work of the 
greatest importance. It should be well and care- 
fully done. No interest of self, personal wish, 
desire to favor another, to look well or show off, 
should interfere with the service. 


“No man shall be allowed to ride with the 
chauffeur. This rule is imperative. There has 
always been a surgeon or a friend riding with the 
chauffeur in the worst accidents chargeable to the 
service.” There are many more interesting and 
useful features in this booklet which should be 
read carefully. 


In Baltimore 


The Baltimore Municipal Ambulance Service is 
in the hands of the Fire Department. Ambu- 
lances are placed in certain designated fire houses, 
in zones where they can advantageously cover the 
entire city. An ambulance is placed in a fire 
house, located in the center of the city. This 
ambulance handles all cases assigned to the City 
Hospital. Calls come in to a central fire alarm 
station and are sent from there to the ambulance 
station nearest the patient. Two men, who have 
received the advanced course in first aid are as- 
signed to each ambulance. The Baltimore Fire 
Department, realizing the value of the proper 
handling of an injured person, gives a standard 
and advanced course in first aid. This course is 
compulsory with ambulance attendants and op- 
tional with others. There are always two to five 
men available for ambulance work in each fire 
house. 


A complete record is made of ambulance runs, 
and is kept on file in the central office. All emer- 
gency accidents and sick cases are, as we have 
previously said, taken to the nearest hospital, but 
non-emergency cases are taken only after there 
has been an assurance that the patient will be 
admitted. The Baltimore ambulances, in addi- 
tion to routine equipment, have oxygen inhalators 
and strait jackets. The ambulances are painted 
red, are equipped with a fire bell, and have the 
same traffic privileges as fire apparatus. It is evi- 
dently a very efficient service. 


The London Ambulance Service 


From Sir William Job Collins’ article on the 
London Ambulance Service, in the Lancet, we 
have noted that there were 47,634 calls for am- 
bulances in London in 1936. It may be worth 
while to briefly recall a few facts about this serv- 
ice. The provision for the service was first under- 
taken in 1830 by philanthropic agencies, notably 
the order of St. John of Jerusalem, which pro- 
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vided first aid instructions, litters, and stretchers. 
These philanthropic orders cooperated with mu- 


nicipal authorities. An attempt to inagurate a 
horsed ambulance service in 1882 was not suc- 
cessful. Difficulties were finally overcome, how- 
ever, and today London’s ambulance service is 
one of the best in Europe. 


“The whole system is now controlled from an 
office at the top of the New County Hall, where a 
central switchboard is in telephonic communica- 
tion, day and night, with several stations,” Sir 
Collins’ article says. ‘‘As calls are received from 
police or other sources, directions are given to the 
nearest ambulance station. A ‘turn-out’ does not 
exceed fifteen seconds. Usually within six min- 
utes the ambulance is at the site of the accident 
and within fifteen minutes the sufferer has ar- 
rived at the hospital. The number of calls vary 
with the hour in the day, the day of the week, 
the month of the year, and the district being 
served. The hour between 12 and 1 p. m. has the 
the highest record, with 3 to 4 p. m. and 6 to 7 
p. m., coming next. July is found to have the 
highest number of calls for the months of the 
year. Twenty-five ambulances, now in commis- 
sion, traversed 22,630 miles last year. All attend- 
ants and drivers are qualified in first aid and the 
handling of patients, and are provided with wash- 
able overalls. No charge is made for the use of a 
street accident ambulance.” 


The Cost of Ambulance Service 


A study of the cost of ambulance service in 
American cities shows that ambulances cost from 
$1,700 to $3,000. Four shifts of labor at approxi- 
mately $1,800 total $7,200. The cost of mainte- 
nance is averaged between $250 and $400. 


A Competent Service Necessitates a Regular 
Routine 


It has been found that to insure a competent 
ambulance service a regular routine must be fol- 
lowed. The routine should include: great care in 
the receiving of ambulance calls; the use of regu- 
lar form blanks; all trips to be taken by an ad- 
mitting physician; the correct name and address 
must be obtained; the time of the trip must be 
carefully noted; and the name of the doctor send- 
ing the patient must be accurately taken, as well 
as the telephone number. This latter fact is im- 
portant, so that the doctor may be located later if 
necessary. The time that the patient arrives at 
the hospital must be carefully recorded. Before 
a patient is removed from his home, all necessary 
facts for the admission sheets must be accurately 
obtained. The most important of these facts is 
the name of the nearest relative. 
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If the patient is dangerously ill, the family 
should be told at the time of his removal that 
he will be placed on the danger list. If an opera- 
tion is thought to be necessary, permission in 
writing should be obtained at the house before 
the patient is removed. When the patient leaves 
his home and is placed in an ambulance, it should 
be considered he is admitted to the hospital. If he 
dies on the way a record should be made of him, 
just as for any other patient. This means that 
relatives should be notified of his death in the 
routine way. 


Dr. Shepherd Remmington, a member of the 
Chicago Regional Fracture Committee of the 
American College of Surgeons, states that his 
committee believes that all ambulances, whether 





private, hospital owned, or city mantained, should 
be equipped with simple*adjustable splints. These 
splints afford the only possible means of fixation 
for the immediate care of the limbs. These splints 
are of simple design, well constructed to meet all 
requirements of fractures of arms and legs. The 
simplicity of the mechanical principle insures 
quick familiarity with their use and efficient ap- 
plication. It is recommended that the police, fire- 
men, and ambulance attendants be instructed in 
their application. 


In conclusion, there are two outstanding facts 
which must be stressed. They are—first, traction 
for fractures and second, first aid instructions for 
every person who has anything to do with ambu- 
lance service. 





New Intern Policy at Mountainside Hospital 


Dr. Charles H. Young, director of Mountainside 
Hospital has revised and expanded the hospital’s 
intern and house staff program. At present, there 
are nine medical, and one dental intern, one resi- 
dent physician, and one resident pathologist; the 
interns serving eighteen months. 


Beginning July 1, 1938, twelve medical interns, 
instead of nine will serve a twenty-four months’ 
rotating service, each serving two months on 
twelve different services. 


The dental intern, and the residents will con- 
tinue on a yearly basis with possibility of exten- 
sion. 


The entire change has been made with the dual 
objective of providing a more equalized and well 
rounded intern training on one hand, and a closer 
contact between the intern and the attending staff, 
on the other, and in the belief that a larger and 
more efficient service to patients will result. Re- 
quirements essential for an approved service have 
been met in every respect. 


All places for July 1, 1938, have been filled with- 
out difficulty. Candidates applied expecting the 
eighteen months’ service; when interviewed, re- 
garding the change to twenty-four months, the 
response was gratifying. In every case, appli- 
cants whom the examiners considered the most 
desirable preferred the longer service. Our med- 
ical and administrative staff members of the in- 
tern committee are, after trying out different 
methods of selection, unanimously and unreserv- 
edly of the opinion that the best method consists 
of personal interviews with questioning on gen- 
eral subjects, and on aims and ambitions of the 
applicant, with close observation of his responses 
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and his manifestations of intellect and personal- 
ity. 

We believe, that for evidence of his scholastic 
standing, we may rely upon a report from the 
Dean of any acceptable Grade “A” Medical School, 
and that a written or oral examination given, at 
the hospital by members of its staff is unneces- 
sary, and superfluous often giving false evidence 
of a candidate’s real worth as an intern. 


_ 


Dr. Charles E. Remy Goes to 
Knickerbocker Hospital 


Charles E. Remy, M.D., who for several years 
was superintendent of the Minneapolis General 
Hospital, Minneapolis, has accepted the position 
of medical director of the Knickerbocker Hospital 
in New York City. 

Dr. Remy brings to the Knickerbocker Hospital 
a ripe experience in hospital administration. He 
was for many years previous to his accepting the 
appointment of superintendent of Minneapolis 
General Hospital, assistant to Dr. Herman Smith 
of Michael Reese Hospital in Chicago. 


—————— 


Approved Training Schools for Medical 
Record Librarians 


The Association of Record Librarians advises 
that the following schools have been approved by 
the Association for training of Medical Record 
Librarians: 

Grant Hospital, Chicago 

Massachusetts Genera! Hospital, Boston 

Rochester General Hospital, Rochester 

Samuel Merritt Hospital, Oakland, California 

St. Joseph’s Hospital, Chicago 

St. Mary’s Hospital, Duluth 











Hospital's Place in Community Organization 


SADIE SHAPIRO, New York City 


body of persons having common interests.’’, 

By community organizations we understand 
that both the group and individual relationships 
are concerned in a program that involves organiza- 
tion, administration, publicity, and research. 


B: definition the word community means “any 


The Two-Fold Service of the Hospital 


Dr. Basil C. McLean states “the hospital is con- 
cerned with the care of the sick and that it serves 
as a community health center.” These two serv- 
ices place on the hospital the responsibility of giv- 
ing the very best care. After a diagnosis is made 
and treatment is instituted the patient frequently 
needs further interpretation and supervision in 
medical treatment. The medical social worker 
carries on this further need. After the patient is 
discharged from the hospital she is concerned 
with helping him plan that he may reach “his 
maximum estate.” 


Unless interpretation first medically and then 
socially is given we would find an even greater 
amount of duplication of medical care than seems 
now to exist. Many patients, particularly in the 
chronic group, travel from clinic to clinic and from 
hospital to hospital. For many patients this is 
understandable. Though seemingly understanding 
the interpretations given them of their illness, 
they wander from one place to another, ever hop- 
ing to secure that “last straw” of hope. Some- 
times transfers are made from hospital to hos- 
pital on doctor’s recommendation for a variety of 
medical reasons. Much duplication of medical 
care, particularly in larger communities, might be 
corrected by more adequate discharge interpreta- 
tion and follow up. This seems certain to be a 
community responsibility inasmuch as it repre- 
sents for all concerned a community waste. 


The medical social worker in a well organized 
set-up, concerned as she is with the “maximum 
adjustment” of the patient, enters or should enter 
into the patient’s picture early. In some hospitals 
she learns the social situation of the ward patients 
and of most clinic patients soon after their admis- 
sion. She goes on ward rounds with the doctors 
at regular intervals that she may tie up their 
plans for the patient’s medical needs in terms of 
the social situation and discuss with the doctors 
her plans for the patient. She sees visitors in the 
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hospital, makes home visits, calls on other agen- 
cies in the community. Through the help of the 
Social Service Exchange she learns of agencies 
already interested, gathering further information 
of patient’s background, and may on discharge 
refer the patient back to the agencies already con- 
cerned with the social picture or call on another 
agency as the occasion may warrant. 


Medical Social Workers in the Community 


In these daily activities we find the medical 
social worker in relationship with the community 
in various ways: 


a—In the hospital; she is always in contact with 
hospital administrators, doctors, nurses, lay com- 
mittee, patients on the wards, their visitors. 


b—In the community—relatives and collaterals 
and agencies are visited and contacted regularly. 


As one reviews the daily contacts and counts 
them up for a year’s period for that “franken- 
stein,” the annual report, these daily contacts 
reach well into the thousands. They should, 
therefore, receive their due recognizance as a 
community activity, for they are a tremendous 
community activity and responsibility. 


A single social situation may involve an inter- 
national correspondence and call for careful reflec- 
tion of the hospital purpose and program. A pa- 
tient returned to his family abroad involved 12 
agency contacts, 30 conferences with doctors, 14 
letters to patient and his family, and 20 letters to 
agencies. 


We look upon the doctor’s responsibility as be- 
ing confined within respective walls, whether hos- 
pital, office, clinic, or home, and the worker’s is 
that of operating from the hospital as a center— 
outward. The worker well realizes that care of 
the sick has value only insofar as the patient 
is helped medically to reach the state where he 
can either return to society or to be helped to 
accept his state and make adjustments to it. 
There is here not a division of interests but an 
integration of specialties involved, reflecting the 
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hospital as both interested in the care of the sick 
and as the community health station. 


Social is defined as “means pertaining to so- 
ciety” or “constituted to live in society.” We 
accept “then the realization that no rational phil- 
osophy of the organization of the care of the sick 
can be developed without including, when consid- 
ering its basic services, the relationship of the 
patients and medical and associated professions 
and agencies in the community.”* Medical social 
workers know that an appreciation of the social 
factors in disease and a consideration of them in 
discharge and follow-up plans rebounds in the 
community for the hospital in both qualitative 
and quantitative results. ‘The successful service 
of the hospital to the patient bears a significant 
relationship to the public spirited quality of the 
hospital management,’ no single department in 
a hospital functions alone; all are together con- 
cerned in the total personality of the patient— 
the specialists are interested in integrating their 
services for the best individual care of his total 
being in relation to his life and living. 


Cooperation with Other Social Work Agencies 


The daily contacts related to patient’s needs 
bring to the medic | social worker a knowledge 
of the agencies in the community organized to 
meet these needs—for the problems of the sick 
touch on every facet in life. The aid and informa- 
tion given by other agencies in economic relief, 
education, convalescent care, and disease preven- 
tion, are of united value to the social worker. 
Joint care and coordination of activity brings to 
her and her agency “the significance of difference 
in agencies to carry out the best program of indi- 
vidualization.”* Conversely, as she works with 
the agencies in the community in this wise the 
worker brings to them, also, an understanding of 
the hospital she represents. 


The division of services of the various social 
work agencies on the behalf of the individual is 
recognized by the social worker not as a splitting 
up of individual piece-meal tasks for the indi- 
vidual but rather as an integration of specialized 
services for the total personality. And from the 
broader point of view Mrs. A. E. Sheffield’ aptly 
states, “Only as we come to see and feel the pur- 
pose of the single agency defined in relation to the 
whole body of institutional interests in city or 
state does social work become expressive of sound 
community thinking.” 


The Role of the Medical Social Worker 


Just as the daily contacts of the medical social 
worker bring to her the needs of her patients and 
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of the agencies organized to assist in their adjust- 
ment so, too, do these contacts bring to her an 
awareness of needs partially met or not met at all. 
The medical social worker understands well the 
need to work with the individual patient so that 
he will accept his situation; she aims too at modi- 
fication in attitudes for him within his group— 
but she knows that no individual lives by himself 
alone and that all individuals, no matter how sick, 
need to feel a sense of purpose in living. 


As she sees, by her numerous contacts, simi- 
larities in patients with problems which reflect 
unmet needs, and in her relationships with 
other agencies learns that they too are “feeling 
these unmet needs,” she finds that she must 
have a clarification as to how these needs can be 
met and consequently may call on councils and 
coordinating committees for help, or as she 
‘pools and clears” simultaneous and previous ex- 
periences with other workers and agencies, she 
learns what others may or may not be doing in 
this regard. She may initiate committees to meet 
to prepare programs in this direction as evidenced 
by the activity of the medical social workers in 
New York City who through the Welfare Council 
of the early days of the depression presented to 
the Emergency Relief Bureau the relief needs of 
the sick. 


The responsibility of the worker in interpreta- 
tion, follow up, help with adjustment in the many 
hospitals and interviews with patients, relatives, 
and agencies is recognized—understood as it is 
that she is interpreting the hospital and the doc- 
tor always on the social level. 


The role of serving on larger councils, commit- 
tees concerned with economic relief, housing, leg- 
islation, resources for handicapped, studies and 
research involved, may not always be understood 
as part of the worker’s role; that such a role is a 
natural sequence of her daily activities can read- 
ily be seen for it develops first as a result of her 
attempts and plans to adjust her patient and, like 
ripples in the sea, spreads out into community 
programs and planning with all that these 
involve, developing first as a “need” in a purpose- 
ful role and program. Then as she accepts this 
function it consequently becomes part of her 
structural role. 


The wise and tactful worker, by written re- 
ports and verbally, conveys the needs she feels 
and what the community is planning and the 
part she plays in these plans to her board of 
trustees, medical director, superintendent, and 
lay committee. This should be done not only to 
get their help but also to keep them apprised of 
what is going on in these areas in the event that 
their respective councils may through other 
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sources become concerned with the problems al- 
ready in discussion in programs of social work 
groups. For example, in our hospital we had for 
some time been concerned with the needs of the 
convulsive disorder patients and as social workers 
with other workers in the community had evolved 
certain programs to meet their needs. Our medi- 
cal director and board knew of the part we were 
playing in these plans. When later our medical 
director was called by a physician in the commu- 
nity to serve on a committee of doctors to study 
the social needs of these patients he came to our 
social service department for data and impres- 
sions already gleaned. 


It is difficult to conceive how any hospital, con- 
cerned as it is with the care of the sick person and 
serving as it should as a community health center, 
can consider a social service program without 
accepting this functional structural program. How 
else can we adequately plan for our patients? 
How else can we know what is going on in the 
community in their behalf? How else can we 
carry out the hospital’s responsibility in a more 
adequate fashion truly aiming to reach the goals 
set by the integrated services for patient’s ad- 
justment? 


These contacts with agencies in the community, 
their participation in councils, larger projects, and 
research have led social workers to interpret as 
one of their roles that of being the liaison agents 
between hospital and community. Our activity 
is limited for the most part to clinic and ward pa- 
tients. The doctors also confer with others (par- 
ticularly outside doctors) with reference to ward 
and clinic patients and mostly always on their pri- 
vate patients. They too, then, are active as inter- 
preters to the community for the hospitals. The 
accounting department in the hospital also acts 
in cooperation with other similar departments 
and with the hospital proper, and similarly is this 
true of the various other departments in the hos- 
pital. 


This larger role of community planning as it 
touches on the care of the sick, is the hospital’s 
responsibility to the community program. As a 
community health center it is necessary that we 
be concerned with protection of health and dis- 
ease prevention. Protection of health and disease 
prevention is concerned with the recurrence of ill- 
nesses as well as the avoidance of them. In the 
care and adjustment of the sick we are concerned 
further with their assets mainly as these sick re- 
turn to society and here we place our emphasis 
for their adjustments, recognizing the liabilities 
and limitations of the individual’s illness, but not 
allowing them to loom up and swallow the assets. 
Many readmissions might be prevented if ade- 
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quate follow up and adjustment were possible on 
discharge and subsequent to it. The worker must 
then be in touch with and actively participate in 
programs of housing, reform, wages, or rela- 
tionship of economic groups, legislation, etcetera, 
for these reasons. 


Training Students in the Field 


The medical social worker has also found it 
necessary to share in teaching and training pro- 
grams of students in the field—that the best 
trained personnel may be prepared for a job which 
requires the best equipment. 


We have been concerned thus far with the 
worker’s roles and her responsibilities; that the 
broader aspect of her job should be authorized 
there can be no doubt—and that it should be car- 
ried on with the backing and interest of all the 
hospital authorities seems certain. However, one 
is concerned with further aspects of the situa- 
tion: the doctors in the audience will forgive a lay 
person the following trespass: however, it is rec- 
ognized that the problem in a broader sense in- 
volves all of those concerned in the care of the 
less fortunate in the community whether they be 
social workers, doctors, or group workers. We 
are confronting many changes in social legisla- 
tion and our population is so changing that we 
are becoming a middle and old-aged people; as 
the causes of childhood diseases and others such 
as typhoid are being found and as treatment be- 
comes effective one hears that the emphasis of 
medicine will be placed on the chronic illness and 
incurable disease groups. We are told that the 
greater per cent of sick people are already in 
these categories. While research in these fields 
will be going along, will the medical field be sat- 
isfied with the measures now taken, or will it 
not need to actively participate with the medical 
social workers and others concerned in the com- 
munity in planning for these people on broader 
social planes? Will not more of our endeavors 
have to be concentrated in this direction? The 
pattern is changing and as “patrons of democ- 
racy” is it not required that all those interested 
in the care of sick who have accepted the respon- 
sibility for their care be on the vanguard and 
take leadership by virtue of their experiences? 
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necessity of play and exercise in two different 

types of institutions, as I am supposed to do 
in this article, realizing that the sick and the well 
are two different types of people psychologically 
and physiologically. However, play is essential 
in all cases of life whether that life is full and 
complete or modified by disease and disturbed by 
mental depression. 


[ is rather a hard task to outline briefly the 


The Recreational Needs of Hospital Patients 


Through my years of experience in hospitals 
and clinics I have found that the average patient 
needs more than the hospital treatment which is 
given today. The physical condition is well taken 
care of by doctors, nurses, and the hospital or- 
ganization in general, but regardless of their ef- 
ficiency, there is still within the patient a center 
that is not touched; this is the thing that is hard- 
est to reach. A well known writer has said that 
the ideal things in life and our occupation are apt 
to be two different things. In other words, our 
ideals of life are things which are seldom realized 
by the average human being. This may be the 
cause of a break down. The ideal within the 
person may continually be opposed by present 
day stress of efficiency in occupation which is apt 
to cause an abnormal psychosis, eventually turn- 
ing into a mental condition requiring psychi- 
atric attention. The occupational part of life 
may often times be so mechanical and unrelated 
to real life that it drains the physical man to such 
a degree that nothing is left for the ideal life. 
Goethe said that life is best lived when lived for 
life’s sake and not for the ultimate end of life. 


It seems to me that 90 per cent of the peo- 
ple today are living for two purposes only; 
one, to accumulate wealth, and the other, to 
succeed in getting rid of life as quickly as pos- 
sible. It is perfectly true, as Spencer said, that 
“we don’t stop playing because we grow old, but 
we grow old because we stop playing.” Play is 
not something that is impossible for anybody. It 
is really possible regardless of occupation, and 
regardless of disorders. The day when that is 
recognized and understood thoroughly we will 
soon get rid of a large per cent of our maladjusted 
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conditions physically and mentally, because when 
a “man is tired and yet there is time left of the 
day, he must have something which will give him 
an outlet.” 


Normally the man would play in some way or 
another. If he is physically tired, he might want 
to relax by picking up a book and reading, using 
his energy for the accumulation of information 
pertaining to life, depending particularly on what 
he reads. A man may read and not accumulate 
information, even destroy the possibility of ac- 
cumulating information. It is well recognized to- 
day that the cultured man is the man who is well 
informed and who, through that information is 
well disciplined by his own motivated conception 
of life, and capable of expressing himself in the 
most normal ways in relation to his associates. 
Therefore, reading is one way of gaining both 
information and recreation. The mentally tired 
man most likely will seek some sort of physical 
activity if normally possible, and thus utilize his 
energy, or relax through a change of action. 


We do not need an outlet for energy just ter- 
minologically speaking, but we need diversion in 
which our energy is utilized for expression of de- 
sires for improvement, and when we know that a 
child gets part of its mental growth and moral 
conception through play and association with 
other children, we will recognize the necessity of 
those factors in all cases of abnormalities. 


Child Patients and Therapeutic Values of Play 


If Iam very mentally tired, nothing in the world 
gives me quite so much relief as a day working in 
the garden, transferring plants, pruning trees, 
picking dead flowers, watching things grow, pick- 
ing weeds and making the garden a more pleasant 
thing to the aesthetic eye. It gives me an outlet 
with definite results; at the same time it is a diver- 
sion which gives me a means of expression and 
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totally absorbs all of my mental life in such a way 
that I can go to bed satisfied that the day has been 
successful. 
enjoy the simple things in life. 


The sick man who is recovering from an opera- 
tion and finds time heavy on his hands may begin 
to think of the effect his illness will have on his 
job, on his home, and on his finances. If his 
thoughts are disturbing they will sap his energy 
and cause a psychological condition which is not 
favorable, and will disturb his physical healing. It 
is necessary to take that man out of himself and 
give him some motivated activity which will oc- 
cupy his mind to his total satisfaction. If this 
can be accomplished his rest will be peaceful and 
his chances for recovery will be enhanced. 


I have seen the effect of directed activity in chil- 
dren. I visited a hospital not so long ago where 
several hundred children are being taken care of 
by the State. The doctors all agreed that when 
the children were given opportunities to express 
themselves and forget themselves through moti- 
vated play, they increased their capacity for im- 
provement. They were less restless, enjoyed their 
food with more appetite, and relaxed more 
thoroughly when it was time for sleep. 


It certainly was a great joy to watch those 
children. Some of them were unable to get up, 
and some of them even unable to sit up, but in 
spite of that, they were occupied playing with 
some form of sense game, some form of finger 
play, or finger occupation. Play is constructive 
because we have to go through various psychologi- 
cal and physiological efforts in order to succeed. 
Occupational work such as basketry, weaving, 
carving, paper cutting, drawing, pasting pictures, 
etc., is constructive because it gives the person a 
chance to do the things which give visible results. 


In the case of the children’s hospital, I found 
that the children used in play the things they had 
made in the occupational work. They made their 
own checker boards and some of their own toys 
and played with them to make the time pass more 
quickly. Before this, time was heavy on their 
hands and consequently they were disorderly and 
hard to discipline. Those who deal with children 
know that no discipline is necessary when the 
children are constantly in action. It is when you 
force quietness and force forms of behavior 
that are formal that the child is more liable to 
have to be reprimanded for disorder. I do not 
mean that a child is to be allowed to yell and 
jump in rooms where other people are, but sim- 
ply that the child should be given opportunities 
to use his mental life in quiet ways, plus opportu- 
nity to use his physical life in an active way. 
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Nothing is quite so pleasing as to see a little 
child working at a table with clay, building, and 
modeling possibly crude things, but yet born out 
of his own imagination. He is not disturbing any- 
one else, he is quiet, and he is satisfied. I have 
seen a sick boy who could use nothing but his 
arms and hands. He was propped up by pillows 
and could barely turn his head, but he had a board 
in front of him and a few blocks of colored clay 
and he was happy for hours modeling figures, call- 
ing them puppies, witches, and animals, formu- 
lating them into grotesque relationships and yet 
expressing real life when seen from the child’s 
point of view. No one can deny that the child 
was improving by this type of motivated action. 
That is play. It is constructive occupation, whole- 
some mental outlet and physical action. 


So much for the sick. Now, what about the 
persons who come in contact with the sick? I 
have often said that a grouchy and too serious 
nurse could never give me any relief. 


Changing Patient’s Attitudes Through Useful 
Recreation 


I have never forgotten a state hospital for the 
mentally sick where I made one of my first at- 
tempts to teach recreational therapy, in a de- 
teriorated ward. Stepping inside the door, I met 
the nurse on duty who had a forbidding frown 
and an unhappy way of expressing herself. Im- 
mediately one had a feeling that it was going to 
be difficult to do anything here. In this ward 
where these deteriorated men were sitting in a 
stupor the walls were dark gray, and the windows 
were smoky. The floors were quite clean but 
there was nothing cheerful in the whole room 
and if I had permitted myself to just sit there 
under those conditions, I am certain that it would 
have taken only a very few minutes before I also 
would have found myself quite depressed. An at- 
tendant and a nurse were in attendance all day, 
both acted more or less depressed by the environ- 
ment. 


I began to give some constructive play to the 
patients, knowing and feeling all the time that 
the employees were antagonistic. After a few 
days of teaching in that ward the attendant be- 
came interested and began to help me. The un- 
usual thing was not that the patients became im- 
proved, which I have no way of proving, but the 
general condition of the ward was improved and 
the attendant was a happier man. He got several 
notions about doing things for the sake of the 
patients. Up until this work was started he had 
been satisfied with just being on duty and seeing 
that the patients did nothing destructive. 
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There is always danger of the idle psychopathic 
patient being destructive. For example, in this 
particular ward a man would sit and pluck his 
clothes to pieces. I suggested that he be given 
something to pluck to pieces in such a way that 
it could be used for material for weaving or 
basketry. It proved quite satisfactory, he became 
quite interested in tearing old silk rags in strips 
for rug making. The bright colors attracted him 
and he even became interested in working out 
different color schemes. 


The attendant and the nurse got together and 
worked out problems for the welfare of the whole 
group. A paper cutting class was formed; scrap 
pictures were arranged on card-board. It cer- 
tainly was interesting to see how the patients 
improved. I am sure that the employees became 
far more efficient because of their new interest in 
play and occupational activities. 


The Influence of Environment on the Nurse’s 
Work 


Nurses are on their feet; nurses are active; 
they are always dealing with persons who are 
broken down, mentally or physically. Naturally, 
they are more or less influenced by their environ- 
ment. They seek opportunities to get relaxation, 
and are often satisfied with commercialized 
amusement. In studying the city people at the 
drama or the movie and in studying their. ways 
of expressing themselves, I find that few get real 
satisfaction, as they are only passive in this en- 
joyment. They get another form of fatigue or 
nervous reaction from their amusement. 


At times we think amusement is recreation. It 
is far from being so. Recreation is another form 
of occupation in which we get away from our- 
selves in relationship to others; that is, we are in 
groups that are willing to do the things for them- 
selves that give them satisfaction. If on the spur 
of the moment, I go to a movie because I feel I am 
tired, I may leave that house with a sort of dull 
headache and unsatisfied desires. Contrary to that, 
if I take a walk with someone in a park and talk 
about interesting things, or if I take my skates 
and go with my children to the flooded area in 
the park or playground and skate around I come 
home with enthusiasm and joy and feel more 
capable for work. The first type of relaxation 
may rest some persons but it generally leaves me 
with no desire to do anything whatever; and not 
alone that, but I do not find it possible to sleep 
in total relaxation. The motivated type of play, 
outdoor life and skating, gives me a sense of sat- 
isfaction and relaxation which means real restful 
sleep. 
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Learning to Relax 


Some years ago I was teaching a group of sten- 
ographers who came to my classes because they 
found their backs aching from constant sitting 
and never getting away from that static muscular 
action of the back. They felt that their circula- 
tion was impaired by stagnation. They did not 
feel they had the energy to get out and skate and 
do the normal thing according to the season of 
the year, so they came to my class for exercise 
to get away from that particular type of static 
physical action. We started out with learning re- 
laxation and total movement of the joints that 
make up the human body. The plan was to do 
everything in the line of relieving them of 
thoughts of themselves and giving them oppor- 
tunities to play with full freedom. The results 
were wonderful. They went back to work the day 
after with great joy and they said that this sat- 
isfaction lasted several days. 


I have had these people in my classes for three 
years. They have found a normal way to over- 
come their tired feeling. Not alone that, but 
those same girls who formerly did nothing but 
go to shows and dances—I do not mean that danc- 
ing is harmful; far from it, for it is one of the 
normal ways of rhythmic action—these girls have 
now taken up horseback riding, swimming, tennis, 
golf, and hiking. Even in the winter they have 
gone hiking over the week-ends, sleeping in a 
little log cabin with not even so much as heat and 
yet coming home full of joy because of that happy 
week-end out of doors. They are certainly better 
stenographers and they know that they are. They 
have learned to relax. They have learned to do 
the thing that makes them remain young and 
keeps them from growing old before their time. 


The Recreational Needs of the Nurse 


The nurse should have plenty of time in which 
she could join recreation groups and get the play 
spirit inoculated or renewed in her. She should 
not take so-called exercise, however, just because 
it is called exercise, but she should investigate to 
find out whether that exercise is a system of move- 
ments or whether it is exercise for the joy of the 
individual. From my knowledge of exercise and 
gymnastics as it is being given, I think I can say 
that in many cases it has nothing to do with the 
human being; it is a system applied as if human 
beings were mechanical devices. It is harmful 
because muscular and physical development does 
not necessarily mean muscular and physical 
strength, but does mean physical and muscular re- 
laxation and quickness in response to needed con- 
traction and coordination. 


You can do nothing whatever for a person by 
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merely applying a system of exercise but you can 
help him by finding out his needs and putting 
before him the things that are most helpful for 
him to do and he will constantly grow because he 


has found a way to express himself. Exercise 
must be for the purpose of making the joints sup- 
ple, for the purpose of developing muscle tonus, 
for the improvement of circulation, and for the 
purpose of respiratory relaxation from stiffness 
of the chest; therefore, it must not be over-stren- 
uous but should be for the development. of rhythm 
and the coordinated action of the human body. It 
should remove the tired feeling in such a way 
that a person feels that he is ready to cope with 
life. It may prevent disorders as he has learned 





to handle himself with greater ease. This is best 
done when play activities are given and not old 
forms of gymnastic exercise. 


The Recreational Ward in the Hospital 


I am looking for the day to come when every 
hospital has a recreational ward, when every 
nurses’ home has a recreational room and a com- 
petent instructor who can teach them the ways 
to express themselves through creative activities. 
A nurse certainly must be most efficient when she 
is happiest, and such activities as games, dancing, 
drama, and participation in music and art lead to 
happiness. 





The Commonwealth Fund 


In its Annual Report for 1937, the Common- 
wealth Fund announces the gift of $8,000,000 
from Mr. Edward H. Harkness. Its major ac- 
tivities have been engaged in medical research 
and the preparation of the young physician for 
the practice of his profession, more particularly 
in rural communities—in medical education, in 
public health, in child guidance, in legal research, 
and in providing means for a group of British 
students to come to this country each year for 
study and travel as guests of the Fund. 


Most important from many points of view is 
the accomplishment of the Fund in making possi- 
ble the construction and operation of modern, well 
equipped and well staffed hospitals in rural com- 
munities, to serve the people on the farms and in 
rural towns and cities. The policy has been to 
provide one such hospital in a different part of 
the country each year. Already nine rural hos- 
pitals have been constructed and in operation, the 
tenth is in the “blue print stage.”” These hospitals 
have been located in Maine, Ohio, Virginia, Ken- 
tucky, Mississippi, Oklahoma, Kansas and Utah. 
They are well equipped, fire proof buildings of ap- 
proximately 50-bed capacity and set up in a way 
that encourages professional progress. 


The Fund defines a community hospital as “a 
place which the community provides for the care 
of its own sick by its own physicians and nurses, 
because it knows these physicians and nurses can 
serve it better with a hospital than without one. 
It is owned by the people who expect to have ba- 
bies to be born and pneumonia cases to be nursed 
and mangled arms or angry appendices to be dealt 
with; it is maintained for their safety and com- 
fort. It is staffed by doctors who are themselves 
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members of the community, and who value both 
for their patients’ sake and for their own the op- 
portunity it brings to practice better medicine. 
The community hospital serves the whole com- 
munity. 


“Because it serves the whole community, the 
community hospital opens its doors to all reputa- 
ble physicians. To do otherwise would be to inter- 
fere unduly in the established physician-patient 
relationships of the community and to fall short 
of its potentialities for professional education. 
But while staff membership is easily secured, the 
privilege of doing certain kinds of work—particu- 
larly major surgery—is to be earned only by ade- 
quate preparation.” 


Mr. Henry Southmayd is the Director of the 
Rural Hospital Division of the Commonwealth 
Fund. 


St. Luke's Hospital, Cleveland, Ohio, 
Receives a Gift of $4,000,000 


Under the terms of the will of the late F. F. 
Prentiss, a prominent industrialist of Cleveland 
and during his lifetime President of its Board of 
Trustees, St. Luke’s Hospital and educational in- 
stitutions will receive eight and one-half millions 
of dollars. Mr. Prentiss has been a generous 
contributer to St. Luke’s during his lifetime. The 
Cleveland Press, in commenting upon Mr. Pren- 
tiss’ philanthropy says, “he thought it fitting that 
the bulk of his fortune should go to an institution 
caring for the sick and healing the hurts of an 
industrial civilization, and to colleges and educa- 
tional organizations. From this spirit future 
generations will benefit.” 
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Standardization of Hospital Furnishings, 
Equipment and Supplies 


JOHN N. HATFIELD, Philadelphia 


ardization and Simplification of Hospital Fur- 

nishings, Equipment and Supplies” may seem, 
really it is very simple for it deals with a subject 
which, in its practical application, affects every 
individual’s daily life. Down through the ages, 
man has diligently sought ways and means of 
eliminating waste, duplication of effort, and use- 
less procedures. Assiduously he has applied him- 
self to the task to the end that today almost 
every commodity we meet in our daily existence 
is produced by the application of some form of 
standardization or simplification process. To 
standardize and simplify is to economize; to 
economize is to conserve. 


P escization an as the impressive title “Stand- 


Clarification of Terms 


Let us dwell for a moment on clarifying the 
two terms standardization and simplification. In 
the first place scientific research cannot be sepa- 
rated from either standardization or simplifica- 
tion for the process by which standards are estab- 
lished divides itself into three phases: research, 
simplification, and standardization. Varieties may 
be reduced, or simplified, without standardizing, 
but it is not possible to standardize without first 
simplifying varieties. 


Standardization may be defined as the art or 
process of selecting a small number of types or 
sizes which are most suitable and establishing 
specifications for them in measurable terms so 
that large quantities can be made which will be 
uniform. Simplification or simplified practice 
refers to the reduction of variety in sizes, dimen- 
sions, and inconsequential differences in ordinary 
commodities as a means of eliminating waste, 
duplication of effort, and useless procedures. 
Obviously this rendering simple or making less 
complex or less difficult; this elimination of 
superfluous varieties, decreases costs and _ in- 
creases values in production, distribution, and 
consumption. 


Application of Principles of Standardization and 
Simplification 


Increased costs of production and distribution, 
leading to consumer resistance creates the need 


k Presented before the American College of Surgeons Hospital 
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for standardization or simplified practice. The 
practice of economy in every direction to hold a 
low price level without impairing quality or 
sacrificing profits necessarily follows. Simplifica- 
tion and standardization; simplification paving 
the way for the latter, apply to any field where 
excessive varieties exist, or where there is need 
of reducing the cost.of manufacture and distribu- 
tion. Standardization and simplification bring 
about better values for the consumer’s money, 
prompter deliveries, quicker replacement service, 
lower maintenance cost, and a greater measure of 
protection. 


How Standardization and Simplification Are 
Accomplished 


The standardization and simplification of any 
commodity, or group of commodities, requires the 
cooperation, study, and participation of represen- 
tatives from the producers, distributors, and con- 
sumers. Coordination of activities, preparatory 
to the. establishment of a Simplified Practice 
Recommendation, is in the hands of the Division 
of Simplified Practice and the Division of Com- 
mercial Standards, National Bureau of Standards, 
Department of Commerce. These two divisions of 
the National Bureau of Standards, while their 
services in the promulgation of standards are 
directed to two separate ends; viz, standardization 
and simplification, join in a cooperative effort to 
bring entire industries together so that producers, 
distributors, and consumers themselves may de- 
velop and establish standards and a simplified 
practice recommendation. 


In dealing with the standardization and simpli- 
fication of commodities used in hospitals, repre- 
sentatives from the Committee on Standardiza- 
tion and Simplification of Hospital Furnishings, 
Supplies, and Equipment of the American Hos- 
pital Association, participate with representatives 
of producer and distributor groups and represen- 
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tatives of the-National Bureau of Standards. Dr. 
Malcolm T. MacEachern, Associate Director of 
the American College of Surgeons, was one of the 
first to recognize the importance of hospital com- 
modity standardization and simplification. He 
has served as Chairman of the American Hospital 
Association Committee and is chairman of the 
sub-committee concerned with the standardiza- 
tion of Surgical Dressings, a project initiated by 
him through the American College of Surgeons 
but which was later further studied and developed 
by the American Hospital Association Committee 
in cooperation with other interested groups. 


Standardization of Hospital Beds 


The list of standardized hospital commodities is 
a pretentious one and contains many items whose 
history of standardization would intrigue every 
man and woman in this audience if we had suffi- 
cient time to review them. The list would include 
such commodities as hospital and institutional 
mattresses, plumbing and plumbing equipment, 
surgeons’ gloves, clinical thermometers, surgical 
gauze, cotton textiles, chinaware, steel bone plates 
and screws, wool and part-wool blankets, and hos- 
pital beds. In all, 184 items thus-far have been 
standardized. 


Every one of this limited list of items was 
standardized to the advantage of the consumer— 
the hospital. Involved and time-consuming pro- 
cedures of letter writing, meetings, and research 
were necessary to evolve a satisfactory end result 
which was attained after months and sometimes 
two or three years effort. Briefly, I should like 
to tell you about the standardization of two well 
known hospital commodities. 


One of the earliest attempts to standardize an 
hospital item was Simplified Practice Recommen- 
dation R-24—Hospital Beds. The standing com- 
mittee, having representation from the various 
interested groups, after much study and delibera- 
tion perfected a standard which, it was hoped, 
would meet the requirements of the great major- 
ity of consumers. Research into the problem 
brought out the fact that three general specifica- 
tions were needed. First, a bed for ward use; 
second, a bed for private patient use; and third, 
a bed for special institutions such as convalescent 
homes and sanatoria of various types. The com- 
mittee was concerned primarily with dimensions: 
length, width, and spring height. Accordingly 
dimensions for the three major type beds were 
recommended and subsequently adopted in the 
industry. They were as follows: ward beds, 
lenght 78 in.,width 36 in., height 27 in. Private 
patient beds, length 78 in., width 39 in., height 


56 





27 in. Institutional or special beds, length 78 in., 
width 33 in., height 27 in. 


Early last year, the Chairman of the Standing 
Committee decided that the Simplified Practice 
Recommendation dealing with beds was not being 
followed by the consumer group which signed the 
recommendation. Questionnaires were prepared 
and distributed to assure a cross section picture 
of all types and sizes of institution bed equip- 
ment. The questionnaire was sent to all hos- 
pitals in the United States having 200 beds or 
more, to half the hospitals having between 100 
and 200 beds and to one-third of the hospitals 
having less than 100 beds. Reports from 
1,900 institutions revealed a total variation of 
some 900 different combinations of ward bed 
sizes. Eleven hundred four hospitals reported 
663 different combinations of private patient bed 
sizes and 585 hospitals reported 500 different 
combinations of special type bed sizes. Ward 
beds ranged from 343, in. in length, no doubt a 
crib length, to 42 in. to 45 in. to 48 in. to 52 in. 
and gradually upward to 10314 in. Widths ranged 
from 241% in. to 26 in. to 28 in. and gradually 
upward to 53 in. Strange as it may seem, the 
2414 in. wide beds were 7834, in. long. Heights 
ranged from 15 in. gradually upward to 30 in. and 
from 48 in. to 52 in. The great majority of bed 
heights were between 15 in. and 28 in. 


The variations in sizes of private type beds 
were as follows: Length—from 42 in. to 102 in. 
Width—from 271% in. to 53 in. Height—from 17 
in. to 60 in. The variations in sizes of special 
type beds were reported as follows: Length— 
from 52 in. to 96 in. Width—from 26 in. to 48 in. 
Height—from 8 in. to 6114 in. An analysis dis- 
closed that the sizes recommended in the estab- 
lished standards, however, predominated to the 
extent that the committee reaffirmed them. The 
variation in sizes in most instances is negligible 
and carries with it no practical advantages from 
the standpoint of use or aesthetic value. It does 
mean, however, that the cost of manufacture has 
been appreciably increased so that hospital insti- 
tutions as a whole have paid considerably more 
for these beds, than would have been the case 
had they specified standard sizes. The recent 
study of bed sizes brought out three points which 
are worthy of emphasis. First, that established 
standard sizes predominated to such an extent 
that the committee reaffirmed them. Second, 
that a chaotic condition exists in that many in- 
stitutions are using both standard and off stand- 
ard sizes. Third, that the number of purchasers 
who apparently have given little or no thought to 
standard sizes is astoundingly high. The con- 
clusion is that the predominance of the established 
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standard sizes is brought about not by conscious 
attention of the purchasers to the recognition of 
standards but by the efforts of the manufacturers 
in using the standards in both their producing 
and selling departments. The benefits of stand- 
ardization and simplification are brought to us in 
spite of ourselves. 


Standardization of Surgical Dressings 


I have already alluded to the standardization of 
Surgical Dressings and the part Dr. MacEachern 
had in following the project through to conclu- 
sion. Late in 1926 the manufacturers of surgical 
gauze requested the Division of Simplified Prac- 
tice of the National Bureau of Standards to call 
a meeting to consider the practicability of elim- 
inating from stock lines unnecessary varieties of 
surgical gauze and gauze products. In 1928 the 
standing committee completed its labors by issu- 
ing a simplified practice recommendation. This 
was reaffirmed in 1930, and again in 1933. In 
1936 the standing committee proposed a revision 
of the schedule which was approved in March 
1937. From a legion of varieties of items of gauze 
manufactured in 1926, those manufactured in 
1937 are only a‘fraction. Surgical gauze now is 
produced in two widths and seven different 
counts. Crinoline, two widths and three counts. 
Bandage rolls, two widths, and three counts. 
Bandages, five widths and one count. Package 
goods, three lengths and three counts. By the 
count, I refer to the construction of the fabric 
which means number of warp and filling yarns 
per inch. 


About the time a Simplified Practice Recom- 
mendation for Surgical Gauze was adopted, man- 
ufacturers of cotton gauze products began pro- 
ducing surgical dressings. At the request of the 
simplification and standardization committee of 
the American Hospital Association and with the 
approval of the American College of Surgeons, the 
Division of Simplified Practice of the National 
‘Bureau of Standards called a general conference. 
Subsequent meetings brought forth a Simplified 
practice Recommendation for Surgical Dressings 
covering sponges, abdominal packs, sterile gauze 
dressings and pads, together with instructions as 
to how the various dressings were to be cut and 
folded, regardless of whether the finished product 
was to be machine made in factories or hand made 
in the hospitals. The last revision of the simpli- 
fied recommendation was approved by the com- 
mittee only recently and provides for the follow- 
ing: Sponges, five sizes. Abdominal Packs six 
sizes. Sterile gauge Dressings, six sizes. Pads, 
six sizes. Cotton Balls, six sizes. 


I cannot leave the subject of surgical dressings 
without telling you what the Standing Committee 
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found upon analyzing the reports resulting from 
the distribution of a questionnaire on the subject. 
The survey revealed that approximately 5,000 dif- 
ferent types of dressings were in use among hos- 
pitals of the United States and that as many as 
1,500 varieties of one type dressing were em- 
ployed for practically the same purpose. It was 
discovered also to be common practice for a hospi- 
tal to carry in stock several different types of 
sponges, for example, all used for the same 
purpose and made necessary by the various 
preferences of individual surgeons. 


An early report from the American College of 
Surgeons on the subject of standardization of 
surgical dressings emphasized the desirability of 
the management and medical staffs of hospitals 
carefully considering recommended standard 
dressings and, insofar as possible, adopting the 
standard types suggested; and further that they 
determine the specific use or uses of each which 
would be the most efficient and economical. So 


_ far as can be learned no real attempt has been 


made to determine the specific use or uses of each 
standardized dressing. 


Standardization of Use 


The standardization of use of surgical dress- 
ings is just as important, probably more impor- 
tant, than standardization of dressings. It is use- 
less to standardize dressings if surgeons persist 
in using designs and sizes of their own specifica- 
tion and thereby force hospitals to provide non- 
standard dressings at a cost substantially in 
excess of standard stock. To prove the economy 
of standard articles is a simple matter for we 
have available the study data which is most con- 
vincing and out of which grew the recommended 
standards. 

The important point is that surgeons, when 
provided with standard dressings, should, as far 
as possible, use them for the purposes they are 
intended, in other words, unless a standard of 
use is not a part of a prescribed operation pro- 
cedure, money saved through the purchase of 
standard dressings can soon be lost by misuse of 
those dressings. 

This brings me to the suggestion that the 
American College of Surgeons promulgate a 
“Standard of Use Recommendation.” First the 
study, then the adoption of standards, and finally 
the educational program. Obviously these can 
best be undertaken by the College. Cooperation 
can be expected from hospital administrators and 
operating room supervisors for they, like the 
surgeons, are vitally interested in the welfare of 
the hospital to the end that through economy, 
greater efficiency and uniformity, the hospital’s 
funds will be conserved. 
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The Chicago Hospital Council 


ARNOLD F. EMCH, Ph.D., Chicago 


brated its second anniversary at a dinner at 

which the hospital administrators, members 
of boards of trustees, and staffs of metropolitan 
hospitals were the guests of its President, Mr. 
Charles F. Schweppe. 


Tos CHICAGO HOSPITAL COUNCIL cele- 


The guest speakers at the dinner were—Dr. 
Nathaniel W. Faxon, the medical director of the 
Massachusetts General Hospital, Boston, Mr. 
David H. Pyle, President of The United Hospital 
Fund of New York, and the eminent physician 
and author, Dr. Logan Clendening of Kansas 
City. 


The work of the Council during the past two 
years has demonstrated its value in a most satis- 
factory manner to its participating hospitals. The 
coordination of hospital effort, the more adequate 
distribution of the care of the sick, both indigent 
and those in the better economic strata, has been 
one of its major accomplishments. Its activities 
have expanded and the importance of its work is 
more fully appreciated both by the hospitals and 
by the public. 


Inception 


With the realization that metropolitan areas 
such as New York, Boston, Cleveland, St. Louis, 
Minneapolis and Chicago, had long ago outgrown 
the traditional idea that hospitals are isolated in- 
dependent houses of mercy with no necessary con- 
nection with one another or the community gen- 
erally, and were therefore increasingly in need of 
coordinated effort in hospital affairs, a group of 
Chicago physicians, hospital trustees and admin- 
istrators convened in the summer of 1935 to con- 
sider ways and means of establishing an organi- 
zation which could serve adequately both the com- 
munity and its hospitals in better meeting the 
manifold problems incident to efficient hospital 
and clinic care. The result of this and subsequent 
meetings was the organization of the Chicago Hos- 
pital Council which was formally incorporated un- 
der a not-for-profit charter on November 26, 1935. 


Purpose and Functions 


The official general purposes of this organiza- 
tion were at that time succinctly formulated as 
follows: (1) to increase the effectiveness of mem- 
ber hospitals and clinics and to promote coopera- 
tion among them, and with other health agencies 
and organized medicine; (2) to promote the scien- 
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tific and administrative advance of hospitals; and 
(3) to do all things necessary and incidental to 
the fulfillment of public needs for hospital service. 


These general purposes have been more spe- 
cifically elaborated as follows: 


1 To provide headquarters and mechanical 
facilities for cooperative hospital activities re- 
quiring centralized operations. 


2 To provide an inter-hospital channel for the 
exchange and dissemination of information on 
subjects relating to hospitals and clinics. 


3 To provide counsel on problems relating to 
hospitals, clinics, and related agencies. 


4 To consider the specific needs of the com- 
munity with regard to hospital and clinic serv- 
ices and to recommend such procedures, policies, 
and programs as may seem desirable. 


5 To cooperate with health agencies and pro- 
fessional organizations in the development of 
adequate health programs for the community, rec- 
ognizing that the hospital and the clinic, by the 
very nature of their positions, constitute vital 
links in any program relating to health in the 
community. 


6 To encourage and assist in the development 
of uniform procedures in hospitals and clinics. 


7 To evaluate proposed or enacted legislation 
relating to various aspects of medical and hospital 
service, and to make articulate the advantages 
and disadvantages of such legislation, so that if 
possible no law may be enacted which would be 
ill-advised or operate to the detriment of the 
public, the hospitals, or the professions concerned. 


8 To originate and sponsor hospital service 
plans (hospitalization insurance) in accordance 
with sound development in the field, and to assist 
in the extension of these services to various social- 
economic groups. 


9 To secure data and formulate policies regard- 
ing hospital personnel relations and to recom- 
mend such procedures as seem at once feasible 
and just to all parties concerned. 
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10 To study, advise, and assist hospital with 
regard to the problem of hospital finance. 


11 To maintain a cooperative purchasing serv- 
ice, recognizing that voluntary hospitals are 
neither industries nor competitive businesses, but 
not-for-profit units in a community health pro- 
gram, and that hospitals should therefore not 
compete with one another but should cooperate in 
securing higher commodity standards and lower 
commodity costs. 


12 To operate a central credit service, with a 
view not only to compiling credit information 
for hospitals and the collection of debts and other 
obligations due hospitals, but with a view to re- 
ducing the cost of service rendered to sick and 
needy patients. 


13 To plan, organize, and carry out a program 
intended to inform and educate the public re- 
garding hospitals and the intelligent use of the 
services which they offer. 


14 To develop and operate such service facili- 
ties as the expansion of hospital interest and func- 
tions require. 


Accomplishments 


Within this defined domain of hospital activity, 
what has been attained by the Chicago Hospital 
Council in the two years since its inception? 


1 Hospital Service Corporation. The Council 
devoted its major efforts in 1936 to the formula- 
tion of a plan for hospital care which, primarily, 
would meet the hospitalization needs of that large 
middle group in the community who are neither 
indigent nor possessed of sufficient means to 
cover the expenses incident to hospitalization. 
This culminated in the formulation of the not- 
for-profit Hospital Service Corporation of Chi- 
cago, more popularly known as Plan for Hospital 
Care. Despite the fact that the formulation and 
inception of this plan was the work of the Council, 
it was recognized by the Council membership that 
such an organization could properly serve the 
community only if its facilities included all ap- 
proved hospitals which, regardless of membership 
in the Council, might wish to participate in this 
service. The Hospital Service Corporation, now 
functioning as a separate entity, began enroll- 
ments under its own charter on January 1, 1937, 
and according to recent reports, now includes as 
member hospitals sixty-two approved institutions, 
and a membership enrollment of over 30,000 
individuals. 


2 Purchasing Service. In 1937 the Council en- 
tered on a new phase of its activities, with par- 
ticular stress on cooperative effort in various 
fields of hospital interest. On February 1, 1937, 
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a cooperative purchasing service was inaugurated 
in order to secure for hospitals the best possible 
commodities for the lowest possible costs. Today 
this service is buying thousands of dollars worth 
of commodities for hospitals each month. 


3 Central Credit Service. Believing that a really 
adequate solution of the problem of credits and 
collections would be found neither in the practice 
of charging in advance for estimated services to 
be rendered, nor in the practice of turning over 
past due accounts to commercial collection 
agencies, whose primary interests are not those 
of the patient or the hospital—a central, non- 
profit, cooperative credit service was inaugurated 
on June 1, 1937. The credit aspect of this service, 
unlike that of commercial collection agencies, en- 
ables the Council to secure necessary information 
for member hospitals from the Chicago Credit 
Bureau and Exchange. In addition, this service, 
operating on a cost basis, is now handling over 
$90,000 in accounts for member hospitals. The 
extension of this service into a hospital finance 
corporation is now under consideration. 


4 Legislative Reporting Service. In each ses- 
sion of the Illinois General Assembly, not a few 
of the bills introduced relate directly or indirectly 
to various aspects of medical and hospital service. 
It is therefore of considerable importance that 
professions and institutions rendering such serv- 
ice be well informed concerning these bills and 
their possible effects on the public, the hospitals 
and the professions. With this in mind, the Chi- 
cago Hospital Council, the Chicago Hospital Asso- 
ciation, and the Hospital Association of Illinois, 
early in 1937, appointed a joint-committee for the 
purpose of analyzing and interpreting current 
trends in medical and hospital legislation, and 
issuing from Chicago Hospital Council headquar- 
ters, such bulletins as would keep hospitals 
throughout the State informed concerning 
pertinent legislation. 


Tangible consequences of such a service are not 
easily evaluated in so short a period of activity, 
but a type of hitherto unrealized cooperation and 
facilities for the support of constructive, forward- 
looking legislation, has been provided through the 
functioning of this Committee. 


5 Hospital Personnel Relations. The need of an 
extensive study of hospital personnel relations 
was brought into sharp focus by union activities 
and strike threats of the past summer. Realizing 
that the value of such a study would be increased 
directly in proportion to the material available for 
analysis, the Chicago Hospital Council requested 
and received the cooperation of the Chicago Hos- 
pital Association in the formation of a Committee 
on Hospital Personnel Relations, whose purposes 
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were (1) to obtain such factual material and 
statistics as seemed relevant to intelligent discus- 


sion of hospital personnel relations, (2) to ac-~- 


quaint all persons concerned in the administra- 
tion of voluntary hospitals in this area with such 
material, and (3) to indicate suggested policies 
and procedures intended to serve as a guide for 
hospital administrators and trustees in establish- 
ing adequate personnel policies and practices for 
their respective hospitals. 


6 Joint Maternal Welfare Committee of Cook 
County. After more than four years of separate 
effort on the part of various organizations to ac- 
complish uniformity of procedure with regard to 
the conduct of maternity hospitals, general hos- 
pitals with a maternity division, and nurseries 
for the new-born, it became apparent that co- 
ordinated effort of these interested organizations 
would be necessary. The Chicago Hospital Coun- 
cil therefore undertook to organize the Joint 
Maternal Welfare Committee of Cook County 
comprised of representatives from the following 
nine organizations: The Chicago Gynecological 
Society, The Chicago Medical Society, The Chi- 
cago Board of Health, the Infant Welfare Society 
of Chicago, the Chicago Pediatric Society, the 
American College of Surgeons, the Catholic Hos- 
pitals of the Archdiocese of Chicago, the Chicago 
Hospital Association, and the Chicago Hospital 
Council. This Committee is now intensively en- 
gaged in drafting for the Board of Health of the 
City of Chicago a new set of regulations with ref- 
erence to the practices and facilities of maternity 
services. Thus, through cooperative activity and 
coordinated effort, the best principles of medical 
and hospital practice will become standard for 
all hospitals in this community. 


7 Joint Committee on Public Emergency Ambu- 
lance Service. At the recommendation of the Chi- 
cago Hospital Council, a Joint Committee on 
Public Emergency Ambulance Service was formed 
last August in order to study the problem of 
proper care of emergency and accident cases in 
Greater Chicago with a view to formulating a 





plan for a public emergency ambulance service 
for the community. Organizations represented 
in this Joint Committee are: The Chicago Medi- 
cal Society, the Chicago Hospital Council, the 
Chicago Hospital Association, the Council of 
Social Agencies and the American College of 
Surgeons. 


8 Coordination of Hospital Agency Efforts. In 
order to increase the combined effectiveness of 
hospitals in the Chicago area through coordina- 
tion of the programs of representative organiza- 
tions in the community, committees have been ap- 
pointed by the Chicago Hospital Council to study 
and report on the possibility of affiliation between 
the Chicago Hospital Council and the Chicago 
Hospital Association, on the one hand, and the 
Chicago Hospital Council and the Council of 
Social Agencies, on the other. 


Working relations had already been established 
with the Chicago Hospital Association through 
the various committees previously mentioned; 
and a similar relationship with the Council of 
Social Agencies through mutual representation on 
the Boards of Directors of the Council of Social 
Agencies and of the Chicago Hospital Council. 
The present task of the appointed committees is 
(1) to define the respective fields of these organ- 
izations, (2) to reduce to a minimum the possi- 
bility of duplication of activities, and (3) to ob- 
tain the advantages of united effort in behalf of 
hospitals. 


Conclusion 


Finally, it has been a source of gratification to 
the members and directors of the Chicago Hos- 
pital Council to realize that in the accomplish- 
ments and activities listed, the Council has been 
performing its functions in accordance with its 
projected purposes, and that in so doing, it has, 
according to the expressions of its many friends 
and well-wishers, in its two years of existence, 
created for itself a definite place in the com- 
munity. 





Louisiana Adopts a State Hospital 
Construction Program 


The State of Louisiana has completed a pro- 
gram for the expansion and improvement of its 
hospital facilities. A 250-bed hospital will be 
built in Alexandria at a cost of $300,000, and a 
240-bed hospital at Lafayette at a cost of $200,- 
000; a 240-bed hospital is planned for Monroe, 
and the Shreveport Hospital will be expanded to 
accommodate 800 patients. In addition to this, 
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the new Charity Hospital in New Orleans will be 
built and completed at a cost of $12,000,000. The 
old buildings will be rehabilitated, and the new 
buildings will be constructed so as to accommo- 
date in this institution 3,000 patients. 


All five of these hospitals will be supported from 
the state tax revenues, and will be distributed so 
as to give each geographical area in the State a 
state-owned and operated hospital for the care of 
indigent patients. 
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Several Hospitals Under One Administrator 


ALLAN CRAIG, M.D., Bangor, Maine 


tain objectives towards which we are aiming. 

We seek efficiency and economy, or in other 
words, the best possible results at the most rea- 
sonable cost. Hospital administration is reaching 
the status of a profession for which courses are 
being given at a number of our large educational 
centers. 


[: every field of administration there are cer- 


Hospital administration is in a transitional 
stage. The time has passed when a nurse just 
because she was a nurse and was trained in a hos- 
pital for nursing could be considered capable of 
managing an institution. Or when a bookkeeper 
or stores-manager or even a doctor could be con- 
sidered in the same light. In other words a hos- 
pital administrator must be a trained individual 
who can see and understand not only the business 


end of the hospital but its professional services } 


and public relations in all departments as well. 
There are a few rare individuals who without spe- 
cial training seem to be born with a flare for 
organization and management but they are most 
uncommon. 


Experienced Administrators for the 
Small Hospitals 


The suggestions which I have to present are al- 
most entirely relative to the small hospitals, most 
of which are financially handicapped and cannot 
afford to obtain experienced administrators to 
direct them. Such organizations as the American 
Hospital Association, the American College of 
Hospital Administrators and the American Col- 
lege of Surgeons are constantly being asked by 
the Trustees of these small hospitals where they 
can obtain competent superintendents to direct 
their hospital activities. The trained and expe- 
rienced administrator is practically always em- 
ployed by the larger institutions. 


It is not my purpose to depreciate the value of 
that great number of administrators of small hos- 
pitals throughout the country who are doing their 
best with their limited experience to carry on suc- 
cessfully the work of their hospitals. These ad- 
ministrators are in most instances faithfully put- 
ting forth their best efforts but there are those 
who are inexperienced and ill equipped either by 
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personal characteristics or training to carry on 
the work which they are undertaking. 


Combining Group of Small Hospitals Under One 
Administrative Head 


There is no reason why a trained hospital ex- 
ecutive could not be responsible for the adminis- 
tration of a group of small hospitals within a 
reasonable area having an assistant constantly on 
the job in each hospital. We have today group 
hospitalization, group medicine, and group pur- 
chasing; in fact we are pooling our efforts in very 
many professional fields by such cooperative 
methods. By pooling our administration in neigh- 
boring small institutions, each hospital in the 
group would have the advice, direction, and serv- 
ices of a trained administrator at all times at a 
reasonable cost, for each Board of Trustees could 
bear its share of the salary of such an individual. 


For some years past the College of Surgeons in 
its hospital standardization program has advocat- 
ed that in order to obtain a good laboratory and 
x-ray services in small hospitals, one pathologist 
and one radiologist could carry on the work with 
competent assistance in a number of neighboring 
institutions. Why then could we not have similar 
arrangements in the matter of hospital adminis- 
trators? Would it not serve to overcome many 
of our present day difficulties in small hospitals 
throughout this country? 


In presenting this suggestion for your consid- 
eration, I want it distinctly understood that I am 
not saying that the small hospitals today are be- 
ing mismanaged or incompetently conducted. I 
am simply looking for a practical means of im- 
proving the services rendered to our patients in 
a large number of small institutions. 


When there are opportunities for improvement. 
it is much better that the move toward the ac- 
complishment of results should come from within 
our hospital organizations rather than it be forced 
upon us by agencies from without. 
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The House of Delegates of the 
American Hospital Association 


tal Association adopted at the Atlantic City 


ius the By-Laws of the American Hospi- 
Convention provision was made for the es- 


tablishment of a HOUSE OF DELEGATES to- 


consist of ‘“‘not more than 100 members.” These 
100 members will be composed as follows: 


(1) Fifteen delegates chosen by the Assembly; 
five each year elected by the Assembly to 
serve for a period of three years. Fifteen 
were elected by the Assembly at the Atlantic 
City Convention, five to serve for one year, 
five to serve for two years, five to serve for 
three years. 


(2) The members of the Board of Trustees and 
the immediate past-president of the Asso- 
ciation, a total of 13. 


(3) Seventy-two members elected by the personal 
members of the American Hospital Associa- 
tion and the duly accredited representatives 
of the institutional members of the Associa- 
tion in each state of the United States, in- 
cluding Hawaii and the District of Columbia, 
and each Province of Canada. 


Method of Apportionment of Delegates 


The apportionment of the delegates elected by 
the various states and provinces will be on the 
basis of one delegate for every 145 personal mem- 
bers and voting representatives of the institu- 
tional members in each state and province, pro- 
vided always that each state and province will 
be entitled to at least one member of the House of 
Delegates. 


The apportionment of the members of the 
House of Delegates to the number of personal 
members of the Association and voting repre- 
sentatives of the institutional members was es- 
tablished after the returns from each state and 
province was received in the headquarters of the 
Association January 1, 1938, and this apportion- 
ment will remain in effect until January 1, 1942. 


Method of Election of Delegates 


Under the By-Laws the Board of Trustees shall 
appoint from the members of the American Hos- 
pital Association in each state and province a 
committee of three persons for the purpose of 
conducting a meeting of the active personal mem- 
bers and representatives of the active institu- 
tional members residing or having a usual loca- 
tion within the state or province, at which meet- 
ing the members present and representatives shall 
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nominate and elect to the House of Delegates the 
number of delegates apportioned to that state or 
province by the Board of Trustees. 


The following members of the House of Dele- 
gates have already been elected in compliance 
with the provisions of the By-Laws adopted at the 
Atlantic City Convention. 


Robert E. Neff, President of the American Hos- 
pital Association 


R. C. Buerki, M.D., immediate past-president 
of the American Hospital Association 


G. Harvey Agnew, M.D., President-elect 
TRUSTEES 


Rt. Rev. Msgr. Maurice F. Griffin 
Asa S. Bacon, Treasurer 

B. W. Black, M.D. 

E. Muriel Anscombe, R.N. 

W. S. Rankin, M.D. 

John N. Hatfield 

Peter D. Ward, M.D. 

Henry M. Pollock, M.D. 

Frank J. Walter 

Christopher G. Parnall, M.D.—13. 


These members of the House of Delegates 
elected by the Assembly at the Atlantic City Con- 
vention: 


George F. Stephens, M.D. 
Mrs. Jewel Thrasher, R.N. 
A. C. Bachmeyer, M.D. 
Albert Hahn 

Allan Craig, M.D. 
Margaret A. Rogers 

Louis H. Burlingham, M.D. 
Eleanor Hamilton, R.N. 
E. M. Bluestone, M.D. 
Robert Bishop, Jr., M.D. 
M. H. Eichenlaub, M.D. 
George D. Sheats 

Robert Jolly 

Clarence J. Cummings 
Grace Crafts, R.N.—15 


Apportionment of Delegates to States 
and Provinces 


The 72 members who are to be elected by the 
personal members and voting representatives of 
the American Hospital Association in the respec- 
tive states and provinces based upon the appor- 
tionment of one to every 145 personal members 
and voting representatives of institutional mem- 
bers in these states and provinces; each state and 
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and one alternate 


New York .. 
Pennsylvania 
California .. 
Illinois ..... 
er 
Michigan ... 


Delegates 
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Massachusetts ....... 


New Jersey . 
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Arkansas ... 
Colorado ... 
Connecticut 

Delaware ... 
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District of Columbia. . 


Florida... 
Georgia .... 
Hawail..... 


Ramee .... 
Kentucky .. 
Louisiana .. 
Maine ..... 
Maryland .. 
Minnesota .. 
Mississippi . 
Missouri ... 
Montana ... 
Nebraska .. 
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New Hampshire ...... 


New Mexico 
Nevada .... 
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North Carolina ...... 
North Dakota ....... 


Oklahoma .. 
Oregon .... 
Rhode Island 


South Carolina ....... 
South Dakota ....... 


Tennessee .. 
RPO nse ees 
Vermont ... 
Virginia ... 
Washington 
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West Virginia ....... 


Wisconsin .. 
Wyoming .. 

Canada— 
Alberta .... 
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British Columbia ..... 


Manitoba ... 
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New Brunswick ...... 


Nova Scotia 
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province to be entitled to at least one delegate 


Alternates 
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Delegates Alternates 
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Prince Edward Island. . 1 1 
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Saskatchewan ....... 1 1—9 


Eligibility of Membership to House of Delegates 


No person shall be eligible to be a member of 
the House of Delegates in any capacity who is not 
an active personal member in good standing or 
the duly accredited representative of an active 
institutional member of the American Hospital 
Association in good standing. 


Alternates 


At the time of the election of the Delegates by 
the personal members of the American Hospital 
Association and the voting representatives of the 
institutional members of the American Hospital 
Association, an alternate for each delegate to 
which each state and province may be entitled 
shall be elected. Each delegate and alternate 
shall serve for a term of two years and until his 
successor shall have been duly elected and certi- 
fied. Only personal members of the American 
Hospital Association and the representatives of 
the active institutional members in each state 
and province shall be entitled to vote for the elec- 
tion of the delegate and alternate. 


What Constitutes a Quorum for the Election of 
Delegates from States and Provinces 


The quorum for the purpose of such election 
shall be twenty-five per cent of the total of the 
personal members of the Association and repre- 
sentatives of the institutional members of the As- 
sociation with the state or province either in per- 
son or by proxy. 

The Board of Trustees are engaged in prepar- 
ing a list of the personnel of each committee con- 
stituted to call a meeting in each state and prov- 
ince for the purpose of electing the delegates and 
alternates to which the respective states and prov- 
inces may be entitled, and to set a most conven- 
ient time and place for holding the election. The 
personal members and representatives of the ac- 
tive institutional members of the American Hos- 
pital Association in each state will be duly noti- 
fied. 

The first House of Delegates will be organized 
and will probably hold its first full session at the 
Dallas Convention of the American Hospital Asso- 
ciation in Dallas, Texas, in September, 1938. It 
is very important that the various states and 
provinces arrange for the election of the delegates 
and alternates to which each may be entitled at 
an early convenient date in order that the full 
roster of the members of the House of Delegates 
may be prepared and official notification of their 
election be sent to each one. 
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Secy., Department of Hospital Service, Superintendent, Memorial Hospital, 
Canadian Medical Association, Houston, Texas. 
Torento, Ont., Canada. 
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WALTER E. LIST, M.D., 
W. L. BABCOCK, M._D., 
Superintendent, Jewish Hospital, 


Treasurer, Grace Hospital, Cincinnati, Ohio. 
Detroit, Michigan. 









MALCOLM T. MacEACHERN, M.D. 
ASA S. BACON, siiceataahiias 


Superintendent, Presbyterian Hospital, American College of Surgeons, 
Chicago, Illinois. Chicago, Illinois. 
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CAROLYN E. DAVIS, CHRISTOPHER G. PARNALL, M.D., 
Medical Director, Rochester General Hospital, 


Rochester, New York 
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Director, Massachusetts General Hospital, Director, Johns Hopkins Hospital, 
Boston, Massachusetts Baltimore, Maryland. 
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A National Welfare Commission 


The Committee on the Mobilization for Human 
Needs was organized in 1932 and sponsored by 
twenty-eight National Welfare organizations of 
which the American Hospital Association was one. 

This Committee of prominent men and women 
with the late Newton D. Baker as Chairman, each 
year conducted a nation-wide campaign of mo- 
bilization of the philanthropic and charitable re- 
sources of the country for the support of the work 
of welfare organization. In addition to this, the 
Committee made a careful analysis of sources of 
support and established a continuing program for 
the annual mobilization of financial support for 
public welfare activities operated under the spon- 
sorship and direction of the different National 
Organizations. 


A Citizens’ Committee of the Community Mo- 
bilization for Human Needs was created with 
Charles P. Taft as Chairman. The whole struc- 
ture of the financial support of welfare activities 
was studied. The Committee found that changes 
of policies in the interest of human needs as well 
as economy was not only desirable but necessary. 
It found that private agencies, even if they were 
to abandon all their other services and devote all 
of their funds to material relief, could muster less 
than five per cent of the amount needed. 


The Committee recommended that the Federal 
Government set up standards of relief within gen- 
eral limits, and should require within each state 
or city a unified coordinated administration of all 
public assistance and general relief programs in 
which the Federal Government has a financial in- 
terest. 


The Committee’s most important recommenda- 
tion was: 

A National Commission appointed by the Presi- 
dent with the approval of the Senate to work in 
conjunction with the present committees of Con- 
gress. This recommendation which is both sound 
policy and good counsel is based upon the conclu- 
sion of the Citizens’ Committee “that the human 
values and expense involved in relief, security, and 
public welfare programs, and with the current 
confusion in the public mind about them, urgent- 
ly require a careful and unbiased investigation 
and review by a National Commission so consti- 
tuted.” The Committee further finds that “since 
many of the welfare programs are permanent, re- 
quiring constant revision, a Commission of this 
kind would be of great ‘assistance in drafting a 
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long term program for the consideration of Con- 
gress and the President.” 

This recommendation of the Committee has 
great merit. If it is approved and the Commission 
is appointed, it would give a better distribution of 
relief to a larger number of people in the orderly 
processes of good administration, and at a greatly 
reduced expenditure of funds than under the 
present system. 

Our hospitals, constituting as they do the larg- 
est and certainly the most important activity in 
any program for relief that is nation wide in 
scope are vitally concerned in the appointment of 
such a Commission, and in its personnel. That 
the hospital field should be well represented on 
such a Commission is not only desirable from the 
public and institutional standpoint, but is neces- 
sary if any national program for the public wel- 
fare is to be coordinated and administered to the 
greatest benefit for the largest number of people 
who need assistance. 





Hospitals and Organized Medicine 


The differences that occasionally exist between 
hospitals and the medical profession are individ- 
ual, not collective. As a rule they are of minor 
importance and easily and satisfactorily adjust- 
ed. In major policies, they are in agreement. 

Hospitals will be interested to know that two 
of the principles which they have so long prac- 
ticed are incorporated in the Resolutions of the 
Medical Society of the State of New York, which 
represent the thought of sixteen thousand physi- 
cians, and the largest single state organization 
in organized medicine. The two resolutions are 
indorsed by all hospitals and the principles they 
define have been cardinal rules in hospital ad- 
ministration over a long period of time. The 
two resolutions are: 

“To aid, with more than lip service, any sound 
plan to bring better medical care within the reach 
of a larger portion of the population. (It is a 
sine qua non of any such plan that it must safe- 
guard the professional independence and eco- 
nomic rights of the private practitioner.)” 

“To work for a humane, discriminating system 
of distributing free and under-rate institutional 
service in order to reserve all such facilities for 
the truly needy and prevent the exploitation of 
medical and civic generosity by those who can 
pay for private care.” 

Sound hospital practice and sound medieal 
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practice are never far apart. When they sepa- 


rate appreciably, the machinery of medical and ; 


hospital care gets out of gear and cannot func- 
tion. There are no conflicts of interest between 
good hospital procedures and practitioners of 
medicine. 

More and more medical service means hospital 
service, medical education means hospital train- 
ing for graduate physicians; medical research 
means the studies and accomplishments of hos- 
pital laboratories. Charity service for the gen- 
uinely needy has the same definition, the same 
import for the hospital as it has for the physician. 

The purpose of the medical practitioner is the 
purpose of the hospital. The activities of both 
are engaged in the prevention of disease, the care 
of the sick, the physical rehabilitation of those 
whose health has been impaired, or whose bodies 
have been damaged by injury. Both are con- 
cerned with the progress of medical science, both 
contribute to the education of the medical practi- 
tioners of the future. There may be from time to 
time minor differences between the individual 
hospital and the physician. There never can be 
important conflicts between hospitals and the 
medical profession. 

canines 


As Others See Us 


A prominent physician, in addressing an audi- 
ence composed largely of trustees, members of 
professional staffs, and administrators, found 
much to criticize in our hospitals. But the criti- 
cism was not constructive and certainly not con- 
vincing. 

He criticized the food, the noise in the hospital, 
the early baths for patients, the service in gen- 
eral, but in no instance suggested a remedy. 

He failed to explain that the patients were 
being cared for routinely at an early hour; were 
being sent to the operating suite as soon as pos- 
sible; and otherwise disturbed at times when they 
might be resting, so that the members of the 
medical staffs might make their rounds, the sur- 
geons operate, the specialists perform required 
services in the morning hours and thereby have 
afternoons at their disposal to attend office hours 
—or enjoy an afternoon on the golf links. 

There is no good reason, other than the con- 
venience of the staff, why the patient should not 
receive his medical attention, or be operated upon 
in the afternoon as well as in the early morning 
hours. 

In the well operated hospital, the food service 
compares favorably with that experienced in a 
good hotel or in a restaurant. In a well ordered 
hospital, the noises are reduced to a minimum, 
and are less disturbing than the noises around a 
doctor’s office in a busy building. The service the 
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patient receives in the hospital is a kindly service. 
While it may be in the early hours, it is a sympa- 
thetic and an understanding service. 

Our friends are often our severest critics. The 
eminent orator either did not mean what he said, 
or he is not familiar with good hospitals, though 
the hospitals of his home city are good hospitals 
almost without exception. 

Constructive criticism is an asset to any indi- 
vidual, organization, or institution. It is of par- 
ticular value to our hospitals. It has been an 
impelling force in stimulating all hospitals to pro- 
vide good hospital care. It is unfortunate that, 
in a spirit of humor, in an attempt to entertain an 
audience, any speaker, particularly a member of 
a hospital staff, should emphasize the minor fail- 
ings of a hospital and say nothing of the vital 
services our hospitals are constantly providing, 
for which the great majority of our patients are 


so appreciative. 
—_——~<___ 


Rural Hospitals 


The growth in numbers of rural hospitals, serv- 
ing towns and their trade areas of five thousand 
and less population, is providing hospital care 
within easy travel distance to people living on the 
farms. 

There are still remaining some seventeen hun- 
dred counties, with a total population of several 
millions, which have no hospitals within their bor- 
ders, although many of these counties are in close 
proximity to good hospitals situated in adjoining 
counties. 

The development of rural hospitals such as are 
sponsored by the Commonwealth Fund is not pos- 
sible in many of our farming counties. But with 
the exception of the sparsely settled areas in the 
western mountain states and in other sections of 
the country, a good, well-organized rural hospital 
is not only possible, but it is an urgent necessity. 

Each year in the United States, there are at 
least 200,000 babies born who cannot be born in 
a good hospital because of distance or inaccessi- 
bility. A large percentage of the mothers could 
not reach a good hospital if they wanted to, 
even if their condition made it necessary. Many 
patients who should have the advantages of hos- 
pital care are denied it because there is no hospital 
within their reach. 

Rural hospitals in a large majority of instances 
must be built and operated with tax funds. In 
comparatively few localities in which there are 
no hospitals at present, community philanthropy 
may provide the funds necessary. 

As a usual experience there are a sufficient 
number of well-qualified medical men to meet the 
staff needs of rural hospitals. In those localities 
where there is a lack of well-qualified medical 
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men, the remedy may lie in building a good hos- 
pital, and attracting well-trained younger physi- 
cians to its staff. 

The rural hospitals are making available a pio- 
neer hospital service for people who need it badly 
when they need it at all. As a general rule, they 
provide an acceptable professional service, and 
the necessary diagnostic and therapeutic equip- 
ment which is an essential component of any 
hospital. 

The Federal Government has assisted in the 
building of many of these rural hospitals. Private 
and community philanthropy have combined in 
building others. These are wise moves. If farm- 
ers and their families are to be kept on the farms 
and out of congested cities, where the odds in 
making a comparable living are very much 
against them, good medical and hospital care must 
be provided. Hospitals for the service of our 
farmers are as much an economic necessity as are 
hospitals in our metropolitan areas. It is much 
better to bring medical care and hospital service 
to the people on our farms than it is to try to 
bring our farmers and their families to distant 
hospitals when such necessity arises. 

A good program for the distribution of rural 
hospitals could be easily developed. With any 
sort of material encouragement a good hospital 
could be provided at a convenient distance from 
remote farms. Properly administered they would 
not be a heavy burden on the tax-payer, and in 
intangible returns, in prevention and control of 
disease, in health education, in the security of hos- 
pital care when ill, these hospitals will return each 
year larger dividends on their cost of operation 
than any investment the farming communities 
could make. 
subleases 


Confidence 


A man who was sojourning in the south, re- 
turned to his home city nearly a thousand miles 
distant to have a very minor surgical procedure 
performed. When questioned as to why he did 
not have it done in the town where he was staying, 
since he planned to return as soon as he was able, 
he replied, ‘“‘Why I had confidence in the hospital 
at home and in the doctor there, and preferred to 
be where my friends were.” 

What inspired this man’s confidence in a hos- 
pital with which he had no contact through his 
business, or in which no member of his family had 
ever been a patient? Had he been interested in 
the service given to some particular patient at 
some time, was it because of the doctor’s attitude, 
or could it have been the general feeling reflected 
by the community toward their hospital? 

Instanees like this cause us to pause and con- 
sider some of the things that create community 
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confidence in a hospital. It does not take long to 
realize that the attitude of a happy and contented 
hospital personnel has a most important and far- 
reaching effect for good upon the public. It be- 
gins with the information desk and business of- 
fice, carries on through the nursing service and the 
service of other employed personnel who come in 
contact with the patient, his family and friends, 
and this influence does not end even with the cour- 
teous dismissal of the patient. However, if work- 
ers are disgruntled, their attitude is reflected in 
their work. Criticism and lack of cooperation 
within an institution quickly spread in the com- 
munity and destroy confidence. 

The administrator keenly aware of his respon- 
sibility, and sensitive to the attitude of those 
working with him, gains the confidence of his 
personnel and the public, and together they build 
an institution that becomes a vital part of the 


community. 
—_—_—<»——. 


Collapse of Spirit 


M. Charles Richet, the eminent Parisian physi- 
ologist, presided at a conference of a hundred 
distinguished surgeons who were discussing sur- 
gical shock. After a neurologist, a haematologist, 


and a surgeon had expressed their views, M. 


Richet took up the subject and ascribed a state of 
shock to “a collapse of the spirit of man.” He 
stated that “this quality of spirit is what distin- 
guishes man from animals. When the spirit is 
exhausted, life ceases, although the heart may 
beat on.” 

This spirit of man may be said to be that intan- 
gible which we call morale. When applied to a 
hospital, this morale, or spirit, is expressed by the 
personnel. If the morale becomes greatly im- 
paired an institution’s life languishes, even though 
its physical manifestations continue. The real life 
of a hospital, as well as the life of a man, is often 
characterized by derangements in physiology. In 
this same manner, when a hospital’s physical plant 
is on the down grade, it reacts upon the morale, 
the spirit of the personnel, in the way that a 
physical ailment reacts upon the spirit of a man. 

Best work is not done when the spirit is col- 
lapsing. Yet, occasionally we find a hospital 
where the physical plant presents such handi- 
caps that the real spirit, or morale, can scarcely 
be kept alive. To fulfill its obligation to the sick 
in the truest sense, an institution must be attrac- 
tive and well equipped. Each hospital in Amer- 
ica stands ready to serve its entire community. 
All citizens should realize that the responsibility 
for the maintenance and progress of their hos- 
pitals rests upon them. When they do realize 
their responsibility, there will be less chance of a 
collapse of spirit in our hospitals. 
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Administration of a Public Home for the Aged 


MAXWELL LEWIS, New York City 


HE New York City Home is a municipal in- 
T ssitation in the Department of Hospitals, of 

which Dr. 8. 8. Goldwater is Commissioner. 
As an institution in the Department of Hospitals, 
the Home is subject to all the rules, regulations, 
policies, and supervision of that Department. At 
the head of the Department of Hospitals is the 
Commissioner. To assist him in the carrying 
out of all the policies of his Department and of 
supervision of the duties and functions are the 
duties of his appointive deputy commissioners and 
two civil service general medical superintendents. 
Next in line of general administrative importance 
are the general departmental directors. Those 
above mentioned comprise briefly the “central 
office staff.” 


In his annual report for 1934, Commissioner 
Goldwater pointed to the many accomplishments 
of the Department of Hospitals during his first 
year of administration. One of the many im- 
provements he listed as follows: 


“, . . Superintendents were encouraged to 
develop a habit of independent but responsi- 
ble thought and action in relation to matters 
of local concern.” 


This policy of Commissioner Goldwater has 
given the proper encouragement and incentive to 
each superintendent to do his utmost in behalf 
of the comfort and welfare of those in his charge. 
It has given each superintendent an opportunity 
to create new thoughts in the care of his patients 
and to bend every effort to improve and correct 
those conditions which need improvement and 
correction. 


Article XI, Sections 90-99 inclysive, of the New 
York State Public Welfare Law sets forth in de- 
tail the duties of the commissioner of public wel- 
fare (or his superintendent where an appropria- 
tion makes this possible) in relation to the public 
home, the welfare, and care of the inmates, the 
management and responsibilities of property and 
personnel. 


Four Administrative Responsibilities of 
a Public Home 


We shall not go into the enumeration of the 
separate duties and responsibilities, but, inasmuch 





Paper read at conference on Institutional Care of the Aged 
sponsored by the Section on Care of the Aged of the Welfare 
Council of New York City, preliminary to New York State Con- 
ference on Social Work, October 18, 1937. 
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as these factors form the basis of administration 
of a public home, we shall classify them under 
four general headings and then enunciate how the 
administration of this Home attempts to carry 
out the provisions of the law as well as the addi- 
tional duties and responsibilities imposed upon 
the administrator by the Department of Hospitals. 


The four general divisions may be enumerated 
as follows: 


1 The proper and adequate care and welfare 
of the guests 


2. Efficient staff organization and personnel 


3 Responsible care and maintenance of prop- 
erty, buildings, equipment, and supplies 


4 Research and study of existing conditions 
tending toward improvement, correction, 
elimination, or change 


Medical Needs of the Residents in the Home 


The first consideration in the proper care of the 
individual who is a resident of our public home 
is his medical needs. To conform to the demands 
of proper and adequate medical care there is first 
set up a Medical Board or Medical Committee. 
This committee consists of three members who 
act in the capacity of a medical advisory and su- 
pervisory board. The committee meets regularly 
once each month to receive the medical report 
from the superintendent and to discuss medical 
matters of interest to the resident staff and to 
recommend such corrections which may improve 
medical service. 


This home is particularly fortunate in the fact 
that the visiting medical staff of the Neurological 
Hospital acts in the same capacity here. 


The visiting services in the Home correspond 
in all details to the visiting services in the Neuro- 
logical Hospital. The members of the visiting 
staff make daily rounds to the wards of the Home 
and attend regularly the morning and afternoon 
clinics. These clinics are surgery, neurology, 
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genito-urinary, orthopedic, medicine, eye, gyne- 
cology, nose and throat, and dental. 


Clinics of the Home 


The clinics are conducted by four resident phy- 
sicians of the Home—two assigned to the male 
division and two assigned to the female division. 
These resident physicians are appointed by the 
Medical Board and are paid $1,200 per year with 
maintenance. Their appointment is for one year 
only. The duties of these physicians are, of 
course, medical and their hours of duty are from 
nine to five daily, with two members always on 
night duty. The resident physicians make daily 
reports of their activities to the superintendent 
and meet regularly once a month with him to dis- 
cuss the important medical cases of the month, 
the deaths, and such other important matters as 
they wish to present for better and improved 
medical care. 


Infirmaries 


Besides conducting the various clinics the resi- 
dent physicians are assigned to the two infirm- 
aries which are established in the Home. These 
infirmaries, one for male and one for female, have 
twenty beds in each. It is a rule of the Medical 
Board that no patient shall be confined in the in- 
firmary for more than forty-eight hours. If such 
confinement must exceed forty-eight hours then 
such patient should be discharged to the nearby 
Neurological Hospital. Because of the present 
lack of comprehensive medical facilities in the 
Home this rule, strictly adhered to, has assured 
to the patient more adequate medical care. 


Admitting Guests 


The City Home receives guests from various 
sources—from the Public Welfare Department of 
the City (Municipal Lodging House, Home Relief, 
Old Age Assistance)—from the magistrate courts 
for periods not exceeding six months—from social 
service agencies—and from hospitals in our own 
Department. In every case, without fail, a thor- 
ough physical examination is given and when in- 
dicated, a mental examination as well, previous to 
the individual’s admission. The history and the 
findings are recorded by the admitting physician 
in a standard Hospital Department medical chart. 
These charts are the individual’s records all the 
time he is a guest of the Institution. Every med- 
ical treatment accorded him while he is here is 
appropriately recorded in his record. Upon his 
discharge his complete record is deposited with 
the medical record librarian. The medical record 
librarian is responsible for the charts. It is her 
duty to check on each chart to see that it conforms 
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New Admission—Social Service Interview 


with all the proper standards. It is her duty to 
see that the charts are complete, correctly as- 
sembled, and properly signed. She is responsible 
for all the medical and vital statistics of the In- 
stitution. A committee of the Medical Board reg- 
ularly inspects the charts to ensure that they 
adhere to the proper standards. 


Care of the Patient 


The ill patient sent to the infirmary meets there, 
beside the resident physician and the visiting phy- 
sician, the graduate nurse in charge. This grad- 
uate nurse is in charge, also, of her division (male 
or female). Assisting each graduate nurse in the 
medical and custodial care of the guests are at- 
tendants and orderlies. The supervision of all the 
nurses, attendants, and orderlies is carried on by 
a chief nurse. 


It is not always possible to obtain well trained 
and efficient attendants and orderlies. To over- 
come any such handicap in the rendering of proper 
medical and nursing care, classes are conducted 
twice each month. The minutes of these classes 
are recorded and such subjects as structure of the 
human body, baths, (tub, shower, and foot) care 
of wards, furniture, furnishings, and other equip- 
ment are taught. At other times, the heads of 
the various divisions address the classes on the 
relationship of nursing to their particular depart- 
ment. Discussions of problems dealing with the 
care of guests are encouraged at these meetings, 
also, and solutions and methods of dealing with 
and overcoming such problems are worked out. 


In order that the superintendent may be fully 
aware of everything that occurs of a medical or 
nursing nature and in order that he may know at 
once if proper care is being accorded the guests 
of the Home, several forms of reports have been 
put into practice. First there is the permanent 
book form report. In this book the chief nurse 
of each division records the medical and nursing 
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Medical Examination 


care given during her tour of duty throughout the 
Institution. Next is the twenty-four hour statis- 
tical report of medical and nursing care. Both 
these reports are brought to the superintendent 
by the chief nurse each morning at 9 a.m. At 
such time the superintendent and chief nurse con- 
fer on the reports paying strict attention to the 
procedures followed in all reportable cases. Prob- 
lems of importance to her division, suggestions, 
and recommendations are discussed also. Third, 
an accident report is submitted also indicating im- 
portant factors during and after the accident. It 
may be mentioned at this point that these acci- 
dent reports play an important part at the meet- 
ings of nurses, orderlies, and attendants and form 
the basis of suggestions that have aided immeas- 
ureably in improving conditions. The accident 
to an individual is recorded in his chart and tends 
in many ways to help in the proper care of that 
particular individual. From the foregoing it is 
hoped that a clear picture has been presented to 
show how the Home is caring medically for its 
residents. 


Other Features Related to the Care and Welfare 
of the Guests 


There are still other factors which play an im- 
portant part in the care and welfare of the guests 
of the Home. At the time the guest comes to the 
Home he receives an admitting interview by the 
admitting clerk who is one of the workers in the 
social service department. The questions asked 
are routine and an attempt is made to act as sym- 
pathetically and understandingly as possible so 
that the individual is made to feel at ease and 
comfortable and not confused. The usual ques- 
tions as to age, sex, nationality, relatives, friends, 
etc., are asked. The guest being put at his ease, 
the admitting physician is then called on to exam- 
ine him physically. This first examination is done 
to orient the individual and to find out primarily 
if the new admission has any inadmissible ail- 


70 





ments or contagions. If admissible, the individual 


_is sent immediately to the infirmary ward. There 


he remains until a complete and thorough physi- 
cal examination is made. Following that he is as- 
signed to his permanent ward and bed. Again, to 
avoid confusion in the mind of the individual a 
day or two elapses between his admission and his 
social service interview. At this interview the 
complete social history, background, and family 
history are recorded. The individual is cleared 
through the Social Service Exchange, his family, 
friends, or relatives are contacted and requested 
to visit the Institution. Every attempt is made 
at the very beginning to find ways and means to 
avoid the institutionalization of the individual. 
Failing to locate relatives or friends who would 
be willing to assume responsibility for the new 
admission, we proceed to adjust him to his sur- 
roundings, to imbue confidence in him, and to 
attempt to make him happy in his new home. 


Work of the Social Service Department 


A member of the social service department, a 
student of psychology by training, undertakes, 
then, to learn from the individual himself those 
things or occupations which he has been accus- 
tomed to do, those tasks which he likes to do, and, 
perhaps, some hobbies at which he is proficient. 
With the medical findings of the doctor before 
him, with the doctor’s recommendations, also, as 
to the length of time the individual could work 
each day and the degree of work he should per- 
form, (shall it be heavy, light, or sedentary), this 
social service worker ascertains from the guest 
his likes and dislikes, his wishes and desires, his 
character and his inclinations and assigns him, 
first temporarily and as a test, to some form of 
occupation in the Home. Some men are as- 
signed to tasks which otherwise would have had 
to be done by paid help. Others are assigned to 
the occupational therapy department and its vari- 
ous branches. After a fair trial at this first as- 
signment the individual is interviewed subse- 
quently as to his reactions, his comments, and his 
willingness to continue. If he is satisfied he is 
placed permanently in this work. If he is dissat- 
isfied he is tried at something else. 


In an institution such as the City Home where 
are to be found on any one day one thousand men 
and seven hundred women of all stations of life, 
of all physical types, many of various mental de- 
ficiencies, where the average age is close to sixty- 
five, it is safe to assume that any day will find its 
fair quota of complaints and grievances—guest 
against guest—guest against employee—employee 
against guest. We make every attempt to regard 
with importance any complaint made—whether 
trivial or serious. We make every attempt to en- 


HOSPITALS 














courage all complaints to be directed for investi- 
gation, to the superintendent. We do it in this 
way. Every complaint is submitted on a proper 
form and in writing to the assistant superinten- 
dent. If the nature of the complaint demands it, 
the matter is investigated at once and the find- 
ings placed in the hands of the superintendent. 
If the matter does not need immediate attention 
the complainants and the defendants are asked to 
a meeting of a Grievance Committee which meets 
once each week. The Grievance Committee con- 
sists of the superintendent, the assistant super- 
intendent, the chief nurse, the director of social 
service, and the head dietitian. Both sides of a 
controversy are listened to patiently and every- 
thing is recorded. The committee makes every 
attempt to impress the parties to the complaint 
with its sympathy and understanding. It tries 
always to act as arbitrator and friend. Each 
case heard is disposed of at the hearing and such 
disposition is recorded on the original complaint. 


Council of the Guests 


Recently another attempt has been made to in- 
still confidence in the guests and to further our 
efforts in their behalf. A council of guests was 
elected composed of one delegate from each ward 
to represent that ward in a form of self govern- 
ment and to be of assistance to the superintendent. 
These delegates have chosen their own officers 
and have drawn up their own constitution. The 
purpose and aim of this council is set forth in 
their constitution as follows:—“The council is 
organized for the purpose of making possible sug- 
gestions and recommendations from the guests of 
the Home to the superintendent whereby the 
Home will be a better and happier place in which 
to live.” This experiment in our public home and 
its usefulness is a matter which will prove of 
infinite value. 


The social and educational life of any person 
surely would fall short of its mark if one had to 
do without one’s newspaper. The social life in the 
Home, likewise, would be lacking in something 
very essential if it had to exist without some form 
of published information of particular interest to 
the people here. The “City Home News” written, 
edited, and published by the guests themselves 
twice each month is looked forward with eager- 
ness to its publication and distribution. It has 
had an unbroken run of issues since October, 
1935. 


Social and Educational Life in the Home 


Another form of social life, the development of 
which is universal, finds a like expression of in- 
terest here, too, is the broadcasting of news by 
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The Eye Clinic 


radio. An institutional radio installation makes 
it possible for one of our guests to broadcast 
through the entire Home each morning the news 
to be found in the morning newspapers. 


In the social and educational life of the Home 
are to be found libraries. There are libraries in 
the various churches of the Home and there is also 
a library in the social service department. In ad- 
dition, the social service department sponsors a 
travelling library—wheeled to the out-wards by 
one of the guests. 


Finally, one of our most important functions 
of the social life of the residents of the Home is 
the semi-monthly forum conducted by the guests. 
To these forums are invited speakers on current 
topics of interest and importance. The members 
of the Forum choose their own topics, invite their 
own speakers, and even use their own letterheads 
for their correspondence. 


We try to live here the life of normal human 
beings. We try to make those who are residents 
feel a sense of responsibility for their own wel- 
fare. We try to avoid the depressing feeling 
which too often is part of the individual who finds 
himself at an advanced age wholly dependent upon 
the support of others and especially of the State. 
We earnestly try to carry on our duties in the 
knowledge that the work we are performing is a 
function of government and this idea of service 
we try to pass on to our guests. 


Relaxation, Rest and Recreation 


While there is much that each one does for his 
own well-being and comfort yet there must be a 
time when relaxation, rest, and recreation must 
also be provided as additional aid for better care. 
Receptive recreation is provided in the form of 
radio programs, moving pictures, drama and mel- 
odrama (most often professional) music and band 
concerts, vaudeville, and numerous other similar 


71 








events. In participative recreation we conduct 
tournaments in checkers, chess, whist, pinochle, 
and cribbage; an orchestra; and a monthly dance 
at which some form of refreshments are served 
and at which the music is provided by the Home’s 
own orchestra of old people. 


Spiritual Guidance in the Home 


There remains, now, but one more subject which 
will tend to show how proper care and the welfare 
of the guests are attained at the Home; that sub- 
ject is the spiritual guidance and comfort which 
the Home provides. This building in which this 
session is being conducted is the Catholic Church. 
This church serves well and capably the spiritual 
needs of sixty-five per cent of our population. 
The tasks of this church and also of the Episcopal 
Church, and of the Jewish Synagogue are carried 
out by the chaplains assigned to these churches. 
In addition a Lutheran Church is also part of the 
City Home buildings and its work is conducted 
by a volunteer group. 


Thus we have completed the first stage in the 
presentation of our program dealing with the 
proper and adequate care and welfare of the 
guests. But in the beginning we pointed out that 
there were four general divisions of importance 
in the administration of a public home. 


The work of properly caring for the guests 
would be totally at a standstill if a good, efficient, 
workable organization did not exist, and a capable, 
loyal group of employees with a correct knowledge 
of all their duties and functions were not willingly 
and pleasantly doing their work. 


Thirteen Divisions of Staff Organization 
and Administrative Function 


The staff organization and administrative func- 
tions are distributed into thirteen divisions as 
follows: 


1 The chief administrative function with the 
superintendent and assistant superinten- 
dent as the officers. 


2 The nursing and custodial care with the 
chief nurse—supervisor of nurses as the 
officer. 


3 Medical care—carried on by four resident 
physicians. 


4 Medical records in the hands of a medical 
librarian. 


5 Social Service conducted by the director of 
social service. 


6 Occupational Therapy by the director of 
occupational therapy. 
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7 Recreation provided and supervised by a 
director of recreation. 


8 Steward’s division by a steward. 
9 Dietary division by a chief dietitian. 
10 Housekeeping by a housekeeper. 


11 Plant maintenance and repairs by a chief 
engineer. 


12 Night supervision by a chief nurse. 
13 Religious functions by the chaplains. 


With the exception of the chaplains, who form 
a religious advisory body for the superintendent, 
and the resident physicians who meet separately 
with the superintendent in medical staff meetings, 
the heads of the administrative divisions above 
enumerated meet regularly once each month with 
the superintendent, present their monthly reports 
and discuss the problems of their departments. 
Previous to each meeting an agenda is arranged 
and followed closely in the conduct of the staff 
meetings thus not permitting, as is often the case 
in such meetings, to let it wander into various 
devious and irrelevant channels. The superinten- 
dent’s seéretary acts as the secretary for the staff 
meeting. Minutes are taken and recorded and all 
reports become part of the minutes. After the 
minutes are typed a copy is sent around to each 
members of the staff for study, comment, or cor- 
rection and each member signs the minute book 
attesting that the minutes have been carefully 
read and all facts noted. 


Responsibility of the Head of the Division 


Each head of division is completely responsible 
for the efficiency of his or her own department. 
He or she is permitted to hire employees for their 
own divisions. The duties and functions of every 
job in the Institution are recorded on proper 
cards. An employee, when hired, is made ac- 
quainted with the complete duties of his position 
and must undergo a physical examination. 


Personnel Relationships 


To foster good will and better social life among 
the employees encouragement was given in the 


’ formation of an employees’ welfare association in 


which every employee is eligible and no dues re- 
quired. This association in the Home has recog- 
nized the desire of the superintendent to cooperate 
with it fully and with their reasonable demands 
and has proven of great help both to itself and to 
the superintendent. Funds which were collected 
by social functions have been used to construct 
recreation rooms and to install a dance floor, ra- 
dio, recreation equipment, and supplies. They 
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publish a newspaper and conduct regular social 
functions. It all makes for a better spirit and for 
a more pleasant group of personnel. 


Every problem, every grievance brought to the 
superintendent by the personnel is given a hear- 
ing. Every attempt is made to correct reasonable 
demands. The superintendent tries to deal frank- 
ly and openly with each individual. He tries to 
make no promises and when he does make them 
he sees that they are carried out. He is frank 
to admit that he cannot attain or correct those 
conditions which are neither attainable nor able 
to be corrected. He recognizes the importance of 
seniority in promotions and carries it out. He 
asks for loyalty, promptness, and strict adher- 
ence to tasks. He tries to understand the tem- 
perament, the extent of capability, and the human 
shortcomings of each employee. 


Maintenance of Property, Buildings and 
Equipment 


The third general division in the program of 
administration is the responsible care and main- 
tenance of property, buildings, equipment, and 
supplies. 


The importance of proper plant maintenance, of 
sufficient supplies and equipment in good repair 
cannot be emphasized too strongly as a factor in 
the proper care of the guests of a public home. 


Here, the assistant superintendent is assigned 
the specific duty of checking equipment and sup- 
plies. It is his duty, also, to supervise all repairs 
to plant and structure. He is the field representa- 
tive of the superintendent watching carefully the 
use or abuse of equipment and supplies. He makes 
daily rounds through every portion of the Institu- 
tion. A written report of his findings are submit- 
ted weekly to the superintendent and matters 
contained therein are discussed in conference at 
that time. 


Requests for repairs from ward nurses, division 
heads, and others are submitted to the assistant 
superintendent who checks carefully each such 
report. It is his duty to see that every repair is 
carried out as promptly and efficiently as possible. 


Important, also, in proper plant maintenance is 
the knowledge the superintendent has of the work 
being performed by his plant maintenance staff. 
To obtain this knowledge, a complete report of 
all the branches of plant maintenance is submit- 
ted to the superintendent each morning before 
10 a. m. by the chief engineer of all work per- 
formed by his personnel on the previous day. With 
this report comes, also, important information as 
to coal and ice consumption, regularity of steam 
pressure, etc., etc. 
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Sewing Room—Occupational Therapy Division 


Another method which helps the superintendent 
to keep well posted on physical conditions of his 
plant are the night reports from the night super- 
visor and the watchmen reports. The night re- 
port apprises him of admissions, transfers, dis- 
charges during night hours, of rounds made, of 
accidents, of misbehaviour of guests or personnel, 
of sudden deaths, of sudden illnesses, and the final 
midnight check-up reveals any missing persons. 


The watchman’s report informs him of the 
number of rounds made (corroborated by watch- 
man’s dials), of the physical condition of build- 
ings and grounds, of any loitering around build- 
ings or grounds, of any disturbance, and all other 
unusual occurrences. 


Both the watchman’s and night supervisor’s re- 
ports are on printed forms. Special reports of 
unusual conditions, if necessary, are attached to 
the regular reports. One point the superintendent 
impresses upon his night force, and that is, that 
there must never be any hesitation on any cne’s 
part to call the superintendent at any time if any 
unusual occurrence takes place or if there is the 
slightest doubt in the minds of the staff as to 
the handling of any problem. 


Fire Drills 


Regularly, once each week, a fire drill is held 
to which all employees respond. The assignment 
of definite tasks and posts to each employee in 
case of emergency is given by the assistant super- 
intendent at the time the employee is hired. 


As a further help in the proper maintenance of 
plant and structure a contest is held annually 
among the employees to name the greatest num- 
ber of definite accident and fire hazards. A prize 
is awarded to the one submitting the largest list. 
Then, a concerted effort is made by all the main- 
tenance staff to eliminate as many as possible of 
these fire and accident hazards. 
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Where the Value of an Institution Lies 


The value of any institution depends fully upon 
its contribution, however small it may be, to the 
progress made in its own field. The administra- 
tion of a public home, meeting its problems scien- 
tifically and seeking out new methods, new pro- 
cedures by study and research possesses the power 
to add valuable assistance to those who are inter- 
ested in the care of the aged. The administration 
of the City Home is continuously seeking out by 
study, by research, and by survey, definite, estab- 
lished facts with which to guide its conduct, its 
management, and its treatment of the problems 
facing it and often recommending departures from 
old, routine methods. 


Better Arrangements for Medical Care 


A physical survey of all the guests of the Home 
revealed to us that medically the former care of 
the guests was unsound. We found severe car- 
diacs climbing stairs to their wards—we found 
bad leg ulcer cases sleeping in wards with persons 
not so afflicted—we found several tubercular pa- 
tients—we found epileptics in several wards—we 
found anemic and diabetic patients. This survey 
led us to establish wards on the ground floors for 
cardiacs and cripples; separate wards for leg ulcer 
cases where constant care and watchfulness can 
be readily administered. We transferred the tu- 
bercular cases to appropriate institutions—we set 
up special wards, also, for epileptics where they, 
too, can be given the care and watchfulness essen- 
tial to their misfortune. We inaugurated special 
diet kitchens for anemia and diabetic patients. 


A special survey was made of the eye condi- 
tions in the Home. Our findings resulted in the 
establishment of two eye clincs with equipment 
purchased from the surplus funds of our commu- 
nity store. We established, also, the making and 
grinding of lenses in the Home. Previous to the 
survey the statistics reveal that in one entire year 
fifty-five patients were given the benefit of eye 
glasses. Today, the work of the clinic and the 
needs of the residents are such that more than 
one hundred and fifty pairs of glasses are provid- 
ed monthly. 


Accidents to Guests in the Home 


We made an intensive and complete study of 
accidents to guests in the Home during 1935. The 
results indicated certain definite steps which could 
be taken to eliminate many of the accidents and to 
decrease the frequency of others. In 1935 there 
were reported 432 accidents—every accident of 
any nature, trivial or severe, must be reported. 
We established rules and regulations based on the 
findings and in 1936 our accidents were reduced 
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to 303—although more patient days were accord- 
ed in 1936 than in 1935. 


Food Consumption and Food Service 


We have made surveys in food consumption and 
food service—in linen consumption—in use of ice 
throughout the wards—in many other varied and 
numerous matters of daily interest. The results 
are always studied carefully and attempts are 
made to correct conditions where they need cor- 
rection—to improve where improvement is indi- 
cated—and to change where change is necessary. 


These are the surveys and studies which have 
been initiated by the administrator’s own observa- 
tions. But, were he to think that the beginning 
and end of all ideas, thoughts, and programs for 
better care for guests of a home found their origin 
and source in himself alone, then, indeed, would 
he prove himself decidedly unfit to administer or 
govern the affairs of any institution. 


We have been extremely fortunate to have had 
the supervision and the valuable guidance prof- 
fered by Dr. Goldwater. As welcome and as 
important to us, are the constructive criticisms, 
the recommendations for better care, the partici- 
pation in activities and the helpfulness in studies 
which has been our sincere good fortune to have 
been made for the Home by the New York City 
Visiting Committee of the State Charities Aid. 
Physical and mental surveys of the guests, studies 
of living conditions of buildings, of equipment and 
supplies, of innumerable recommendations for im- 
proving the Institution and creating a better home 
have come helpfully from this Committee. Their 
earnestness, industriousness and sincere interest 
in the Home and its residents find us most thank- 
ful, grateful, and appreciative. 


While theirs has been a direct interest and par- 
ticipation in the Home, yet one other agency has 
made it possible for us to observe and to learn. 
The Welfare Council’s Section on the Care of the 
Aged has played a prominent role too, in the ad- 
ministration of this Institution. Attendance at its 
general meetings, at its superintendents’ confer- 
ences, has found this section a source of inspira- 
tion and instruction. Much has been learnt of hu- 
maneness, of kindness, of sympathy, and of effi- 
cient handling of vexing problems from them. 


Services of Volunteer Groups 


Fortunate, also, is the administrator of a public 
home who finds volunteer groups and individuals 
sincerely devoting their time, energy, and even 
finances to help create a happy atmosphere and 
maintain a pleasing morale among the residents 
by acts of kindness. These groups and these in- 
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dividuals who take an interest in the things we 
do and want to do, and in the people who are here, 
are given every encouragement and full coopera- 
tion to carry on their work. In the City Home, a 
decided debt of gratitude is due to the various 
church societies, to the Catholic groups—to the 
Episcopal Inner Mission Society—to the Lutheran 
groups, to the Council of Jewish Women, and the 
many other religious or semi-religious groups. 
The Society for Ethical Culture and other non- 





sectarian groups through various committees, 
such as “fruit and flower,” “library,” “Thanks- 
giving and Christmas,” by their sincerity, earn- 
estness, and self-effacing attitude make it possi- 
ble for a public home to do a little more for its 
residents than even a munificent and liberal city 
government can afford within the limits of its 
budget. We consider volunteer groups and in- 
dividuals a necessity in the proper administration 
of a public home. 





—>— 


Western Institute for Hospital Administrators 


Preliminary plans have been completed for the 
conduct of an institute on the west coast during 
the summer of 1938. This is to be known as the 
Western Institute for Hospital Administrators and 
will be sponsored jointly by the American College 
of Hospital Administrators, the Association of 
Western Hospitals and the Association of Cali- 
fornia Hospitals in cooperation with Stanford 
University. 


The Institute will be offered at the University 
Campus, Palo Alto, California, August 8-19, 1938, 
and will be conducted according to the approved 
standards of the American College of Hospital Ad- 
ministrators as set forth by Doctor Malcolm T. 
MacFachern in his address at the general session 
of the College in Atlantic City. These standards 
in general provide for lectures by recognized au- 
thorities in specialized fields; field trips and dem- 
onstrations of modern methods in approved hos- 
pitals having a wide and diversified range of 
facilities for clinical and study purposes. These 
hospital visits are an integral part of the instruc- 
tion and provide opportunities for observation of 
the necessary practical aspects of administrative 
techniques. Insofar as possible students are given 
their choice of hospitals and demonstrations since 
the Institute is designed to meet individual ad- 
ministrator’s interests. Questions and comments 
relative to demonstrations are discussed at the 
panel sessions and round table conferences held 
in the evenings. These act as a clearing house 
for all that students observe during the day and 
also provide opportunity for the submission of 
questions or problems. Guest speakers and se- 
lected hospital administrators comprise the panel 
but the freedom of the floor is accorded any mem- 
ber of the student group. 


The content of the curriculum for the Western 
Institute for Hospital Administrators includes 
such pertinent subjects as: 


Fundamentals of Hospital Organization 
Medical Staff Organization and Relationships 
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Administrative Problems in Care of the Indi- 
gent Sick 

Plant Maintenance and Rehabilitation 

Nursing Education and Nursing Service 

Medical Records 

Administrative Aspects of Roentgenology, 
Pathology and Special Therapy Depart- 
ments 

Hospital Personnel Relations 

Organization of the Business Office 

The Future of Hospital Administration 


These and many other vital subjects will be 


thoroughly reviewed by speakers from various 


sections of the country in addition to prominent 
administrators in the Pacific area. 

Stanford University, situated in the beautiful 
Santa Clara Valley thirty miles southeast of San 
Francisco, is an ideal location for study at its 
best. The University Buildings, patterned after 
old Spanish missions of California and Mexico, 
offer every facility desirable in the conduct of an 
institute, and the countless attractions of the sur- 
rounding vicinity assure students of interesting, 
worthwhile hours of leisure. 

Housing facilities may be had in Lagunita 
Court, one of the University dormitories, at the 
rate of $1.50 per day for single rooms. Meals 
may be had a la carte or table d’hote at the Stan- 
ford Union at the nominal charge prevailing for 
faculty and students of the University. 

The Institute will be under the guidance of an 
advisory committee comprising hospital represen- 
tatives of those states which are included in the 
Associations of Western Hospitals and California 
Hospitals. The administrative work will be exe- 
cuted by a local Executive Committee. 

Further information concerning the full pro- 
gram, registration, and fees will be announced in 
the near future. All communications concerning 
the Institute should be addressed to the office of 
the Executive Secretary, Association of Western 
Hospitals, 1182 Market Street, San Francisco, 
California. 
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Standards for Non-Profit Hospital Care 
Insurance Plans 


Established by the Committee on Hospital Service 
American Hospital Association 


need hospital care, or what the costs of such 

service will be, individuals and families have 
not been able to place hospital care in the family 
budget along with other necessities such as food, 
clothes, and shelter. 


Breet few persons can tell when they will 


But a group of individuals can accomplish what 
is impossible for any one of them acting alone. 
The total cost of hospitalization can be estimated 
accurately for a group, each of whom may make 
regular and equal payments into a common fund 
to be used for the purchase of hospital care for 
those requiring such service. This procedure of 
“group budgeting” is merely an application of the 
principle of insurance to the payment of hospital 
bills, of which neither the amount nor the time 
can be predicted by the sick individuals. 


During the past five years more than a million 
and a half employed persons and dependents have 
become subscribers to voluntary hospital insur- 
ance plans (sometimes called “group hospitaliza- 
tion’) which involve subscriptions or premiums 
equal to a few cents per day per individual entitled 
to receive hospitalization. 


The American Hospital Association has en- 
dorsed the principle of insurance for the payment 
of hospital bills, and the Council of the Associa- 
tion established in February 1933, a list of essen- 
tials or principles which should characterize such 
plans. These essentials were: emphasis on public 
welfare; limitation to hospital service; enlistment 
of professional and public interests; choice of 
physician and hospital; non-profit organization; 
economic soundness; dignified promotion and ad- 
ministration. The trustees of the American 
Hospital Association in September 1937, author- 
ized the Committee on Hospital Service officially 
to approve non-profit plans for hospital care in- 
surance which are organized in accord with these 
principles. 


In states where special enabling acts for non- 
profit hospital service associations have been 
passed, the activities of the associations should 
be organized under such laws and be guided by 
the requirements of the Department of Insurance 
or other regulatory body. The Committee on 
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Hospital Service does not establish standards for 
stock, mutual or fraternal insurance companies 
providing cash indemnities to subscribers. 


Hospital care insurance enables persons of mod- 
erate means to budget their hospital bills and has 
the effect of stabilizing and increasing revenue 
from hospital patients. But it is not a panacea 
for all economic difficulties of patients or hospi- 
tals. Each hospital, or group of them, must con- 
tinue to improve administrative efficiency and to 
adapt the services to the needs of the community. 


The following standards are an application of 
the principles enunciated by the American Hospi- 
tal Association in 1933 and should characterize a 
plan of hospital care insurance which meets the 
approval of the Committee on Hospital Service: 


Committee on Hospital Service 
Basil C. MacLean, M.D., Chairman 
C. Rufus Rorem, Ph.D., C.P.A., Director 
R. C. Buerki, M.D. 
S. S. Goldwater, M.D. 
Rt. Rev. Msgr. Maurice F. Griffin 


Standards for Non-Profit Hospital Care Insurance 
Plans 


1 The corporate body should include adequate 
representation of hospitals, the medical profes- 
sion, and the general public. Trustees or board 
members of the hospital care insurance associa- 
tion should receive no remuneration for services 
as trustees or board members. 


2 No private investors should advance money 
in the capacity of stockholders or owners. Initial 
working capital may be provided by individuals, 
hospitals, chests, councils, or other civic agencies, 
but should be repayable only out of earned income, 
over and above operating expenses, payments to 
participating hospitals and legal reserve. 


3 Plans should be established only where needs 
of a community are not adequately served by 
existing non-profit hospital care insurance plans. 
Opportunity should be given for all institutions 
of standing in each community to become partic- 
ipating hospitals in a hospital care insurance plan 
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and subscribers should have free choice of hos- 
pital at the time of sickness. 


4 The benefits of a non-profit hospital care 
insurance plan should be guaranteed through con- 
tracts with “member hospitals,” which assume 
the ultimate responsibility to provide services, in 
accord with definite contracts with subscribers 
and the hospital service association. 


(a) Benefits to subscribers should be guar- 
anteed through “service” contracts with mem- 
ber hospitals as opposed to “‘cash” indemnifica- 
tion contracts for hospital expenses. 


(b) A majority of the hospitals in each area 
where a hospital service association enrolls sub- 
scribers should be member-hospitals. 


(c) Participating hospitals should be ap- 
proved for membership by an appropriate state 
regulatory body. 


(d) Arrangements should be made for pro- 
vision of service in non-member hospitals in 
case of emergency. 


(e) In case of physical impossibility to pro- 
vide service in member hospitals or others, 
equitable arrangements should be made for 
refunding subscriptions (premiums). 


5 Initial working capital should be sufficient to 
carry all acquisition costs and operating expenses 
for a stated period (e.g., six months), after con- 
tracts first become effective, thus making earned 
income available in full for payments to hospitals 
during this period. Financial statements of 
operations and condition should be prepared by 
certified public accountants at regular intervals, 
at least annually. 


6 Annual subscription rates (premiums) should 
be sufficient to remunerate hospitals properly for 
the services rendered to subscribers. 


7 Subscriptions (premiums) received should be 
currently separated into “earned” and “unearned 
income.” The earned income should be appor- 
tioned to special accounts each earmarked for 
special purposes, as follows: 


(a) Hospital Care: For payments to par- 
ticipating hospitals. Charges against this ac- 
count should include estimated payments for 
undischarged cases. 


(b) Reserve: In ratios determined by law as 
to minimum. 


(c) Operations: Acquisition costs and office 
administration. 


8 Statistics should be maintained as follows: 
(a) Number of subscribers (classified). 


(b) Number of hospital admissions (classi- 
fied). 


(c) Number of patient days of care (classi- 
fied). 


9 In communities with only one hospital, the 
finances of a hospital care insurance plan should 
be separate from the general budget of the hos- 
pital. 


10 Uniform rates should be paid to participat- 
ing hospitals for nominally similar services. Pay- 
ments to hospitals should be based on the costs 
of services provided to subscribers in hospitals 
of that community, district, or region. This does 
not preclude the possibility of developing public 
ward-service plans for employed groups with low 
incomes, and agreements by member hospitals to 
provide service at rates less than the full operat- 
ing costs. 


11 Employees of a non-profit hospital care in- 
surance plan should be reimbursed by salary as 
opposed to a commission basis. A private sales 
organization should not be given responsibility 
for promotion or administration on the basis of a 
percentage of premiums. Promotion and admin- 
istrative policies should be dignified in nature and 
consistent with the professional ideals of the hos- 
pitals concerned. 


12 Hospital service provided through insurance 
plans should be determined by the practices of the 
leading hospitals and the wishes of the attending 
medical staffs in their respective communities. 


13 Hospital care insurance plans should not 
interfere with existing relationships between 
physicians and hospitals or between physicians 
and patients. 


14 A hospital care insurance plan should meet 
with the general approval of the Committee on 
Hospital Service of the American Hospital Asso- 
ciation. 
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Relationship Between the Hospitals and the 
Mortuary Profession 


MELVIN L. SUTLEY, Drexel Hill, Pennsylvania 


HERE has been an increase in recognition 
T the members of the mortuary profession 

that hospitals and the medical profession 
have scientific and professional interests that are 
legitimate and necessary relative to patients who 
die within the doors of hospitals, but which at 
times cause inconvenience and difficulty to their 
group. This recognition is most helpful to the 
hospitals, and the request of organized mortuary 
groups for a discussion of the mutual problems 
involved is the best evidence that the mortuary 
group desires to be helpful to the medical profes- 
sion as well as to the hospitals. It certainly be- 
hooves the doctors and hospitals to meet them in 
this spirit of friendliness, to tell them of difficul- 
ties involved and to invite their criticisms. 


We can frankly admit that there are problems, 
and that there have been antagonisms in the past. 
We can at least gather around the council table, 
remove the antagonisms and acquaint each other 
of our difficulties. 


Five Main Problems 


Before referring to the main problems that be- 
set us, there are a few incidental annoyances that 
arise to which reference might properly be made, 
which at times magnify our difficulties and make 
each group less charitable and forbearing. They 
are: 


1 Delay on the part of the physician in filling 
out the death certificate. The funeral di- 
rector sometimes must wait until the phy- 
sician in the hospital is paged and comes 
to the office to sign the certificate. This 
happens too often in some hospitals. 


2 Carelessness on the part of the hospital phy- 
sician in filling out the death certificate, 
with consequent delay and inconvenience to 
the funeral director. 


3 Lack of courtesy and cooperation on the 
part of the hospital morgue attendant. Oc- 
casionally, it is found that the attendant 
expects a gratuity, and if the gratuity is 
not forthcoming, there is delay and incon- 
venience. This situation is inexcusable. 


Address delivered at the annual meeting of the Funeral 
Directors Association of Pennsylvania. 
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4 At times a mortician finds it most incon- 
venient to’ remove the body to his estab- 
lishment for embalming before taking it to 
the home or other place not near his par- 
lors. It would be a great convenience to 
him to use the hospital morgue for embalm- 
ing the body. Some hospitals, for reasons 
best known to themselves, refuse to permit 
this. Of course, occasionally, when an em- 
balmer has permission to work in a hospital 
morgue, he may cause extra work and an- 
noyance through carelessness, but this is 
slight, and should either be overlooked by 
the hospital or politely brought to the indi- 
vidual’s attention. 


5 The exaggerated statements by both sides 
in their endeavor to gain their points when 
differences arise. 


These causes of friction are minor and can 
easily be removed because they involve only the 
usual considerations of courtesy and forbearance. 


Let the hospital authorities insist upon prompt 
and careful attention to the death certificate; let 
them grant the use of their morgues for embalm- 
ing bodies, and if there are isolated instances of 
delay, let the undertaker remember that there are 
times when physicians have emergencies that di- 
vert them from certain tasks, and that they also 
are human and sometimes forget. Let the morgue 
attendant be instructed to overlook the isolated 
instances where he has been caused to do extra 
work through haste or forgetfulness. Let us all 
be considerate and remember that there are mis- 
takes on our side, whichever side that is. 


Development of Mutual Understanding and 
Good Will 


Practically all of our troubles come from the 
difficulties and annoyances funeral directors and 
embalmers experience in working with bodies on 
which necropsies have been performed. It is in- 
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deed commendable that there has been a rapid 
development of mutual understanding and good 
will in the last few years, until it is safe to say 
that cooperation and mutual trust is the rule 
rather than the exception. Great credit must be 
given to organized groups of funeral directors 
and embalmers. These official groups, composed 
of the men progressive in their profession, have 
been among the first to recognize the problems 
confronting physicians and hospitals, and to seek 
a common ground of understanding that would 
help both groups. I have with me an instruction 
bulletin entitled “Recommendations of Points to 
Be Observed in Performing Necropsies” that was 
prepared more than fifteen years ago in Phila- 
delphia by a committee of physicians, hospital 
executives, and embalmers, and which was ap- 
proved by the Hospital Association and Embalm- 
er’s Association of Pennsylvania. Some few 
years ago a Special Autopsy Committee of the 
National Funeral Directors’ Association of the 
United States, Inc., prepared a definite and help- 
ful report on necropsies. I should like to read 
the first paragraph of that report: 


“It is our opinion that mutual benefits may be 
expected with respect to autopsies, if we have co- 
operative understanding of our respective prob- 
lems. The mortuary profession today emphasizes 
the element of service. We recognize the autopsy 
to be a chief source of information of benefit to 
the advancement of medical science. Decent and 
respectful care and handling of dead human bod- 
ies, a charge upon the funeral directors, and a 
deferential regard for the sensibilities of the fam- 
ily, give this profession a sense of responsibility, 
no less than that of the medical profession, to 
prevent misgivings, doubt, or lack of confidence. 
A frank explanation of the circumstances mak- 
ing the examination valuable, and an attitude 
evincing genuine sincerity of purpose and help- 
fulness, will ultimately gain a friendly attitude 
toward the autopsy, in spite of any propaganda 
to the contrary.” 


What are the problems confronting the medical 
profession and hospitals on the one hand, and 
funeral directors on the other, in connection with 
bodies on which necropsies have been performed, 
and what can be done to reduce these problems? 


Scientific Value of Necropsies 


In the first place, it must be recognized that 
there has been a rapid increase in the percentage 
of post-mortem examinations in our hospitals. 
This is the result of an increased recognition by 
the medical profession that the necropsy is the 
greatest single educator with reference to dis- 
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ease, and the supreme check on accuracy of diag- 
nosis. Medicine is not an exact science. Not 
only are mistakes made by the most careful and 
educated physician but the most brilliant doctor 
knows that his knowledge of diseases and their 
cure is very meager. The one principal load star 
that he must follow in his groping for improve- 
ment is accuracy in the knowledge that he has 
obtained. Cabot has reported that 47 per cent of 
diagnoses in a large eastern hospital in ten years 
were partially wrong or incomplete. The prin- 
cipal check on the correctness of this statement 
is found at the necropsy table. It has been said 
of Sir William Osler that he was as frequently 
found at the necropsy table as at the sick bed. 


The program of standardization by the Ameri- 
can College of Surgeons has been largely instru- 
mental in promoting hospital standards through- 
out the country. Careful surveys of hospital ac- 
tivities show that in those hospitals where there 
is a high percentage of necropsies to deaths, there 
are also found leaders in medical work, and the 
highest grade of hospital service. It has been 
widely accepted that the best single index of a 
hospital’s efficiency is its necropsy rate. The 
minimum standards for hospitals now require 
certain minimum necropsy percentage to total 
deaths, and we may look forward to an increas- 
ing number of necropsies in our hospitals. It 
has become a fundamental principle of progres- 
sive science that physicians obtain necropsies. 


Cost of Necropsies to the Hospital 


Let me remind you, obtaining permission to 
do necropsies and the work involved in the ne- 
cropsy itself, with the subsequent studies, are 
both distasteful and tiring. The benefits are gen- 
erally not personal. It is a time-consuming job, 
each job involving hours of labor. The individual 
physician benefits only as he increases his medi- 
cal knowledge; the hospital benefits only as it bet- 
ters its service to the community. Asa matter of 


_ fact, a necropsy is an expense for which there is 


no direct financial return. A careful record of 
costs shows that each necropsy costs the hospital 
from $30.00 to $100.00, depending upon the char- 
acter of the post-mortem examination and the 
amount of investigative work done on the case 
following the examination. Public welfare and 
public health are involved, and it is on this basis 
that we have a right to ask and expect coopera- 
tion from funeral directors. ; 


Difficulties of Securing Permission for 
Necropsies 


In seeking permission from the family of the 
deceased to perform a necropsy, hospital person- 
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nel have many difficulties. The relatives are go- 
ing through a major emotional crisis. Most peo- 
ple abhor death and are actually loath at this time 
to make decisions. They are anxious to avoid ref- 
erence to gruesome ideas, and in the minds of 
most people, the thoughts of a necropsy is grue- 
some. Often, there are several people to be 
persuaded, the objection of any one of whom is 
generally sufficient to withhold approval. Then 
there are people who have religious scruples and 
it is difficult to persuade them that this is not 
against their religion. This is particularly true 
of Jewish people, although some of the great stu- 
dents of that faith have repeatedly pointed out 
there is nothing in Jewish law against necropsies. 
On the contrary, the opinion has been expressed 
that Jewish law encourages proceedings of this 
nature where the living are benefited. 


Responsibilities of the Mortician 


After death, the mortician becomes the coun- 
selor of the family. He properly assumes charge 
and he wisely relieves the sorrowing family of 
every possible detail. It devolves upon him to 
present the body in as natural and lifelike ap- 
pearance as possible. He must, as far as mod- 
ern science permits, preserve the complete body 
through embalming. And he knows that his work 
is complicated when the body, which he must pre- 


pare, is “posted.” This is the fundamental con- . 


sideration which hospital authorities and patholo- 
gists ever must keep in mind, and if it is kept in 
mind and a sincere effort made to lessen the diffi- 
culties involved, experience has shown that the 
great majority of funeral directors will be co- 


operative and helpful. Recognizing the problems 
of the morticians, there is no excuse for the 
pathologists who perform the necropsies not re- 
ducing these problems to a minimum. The cor- 
rect incisions that must be made to permit the 
body to be given a proper appearance and the 
proper technique of tying off arterial vessels are 
well known. It is recognized that the quality of 
embalming is affected by delay, therefore the 
work should be done promptly. Modern scien- 
tific embalmers understand the arterial structure 
of the body so as to do the proper job following 
a necropsy. If each side will just keep in mind 
the requirements of the other, and will make a 
proper effort to minimize the others’ problems, 
then there need be no difficulty between us. 


Having arrived at a common understanding, 
let us all endeavor to reduce to a minimum those 
isolated instances of misunderstanding that arise 
through dereliction or carelessness of individuals, 
either in the hospitals or in the mortuary profes- 
sion. There are still a few physicians doing ne- 
cropsies who do not know the correct technique, 
so as to turn over a body that is comparatively 
easy to embalm. It is the duty of pathologists and 
hospitals to see that this man educates himself 
in the proper methods. There are still a few em- 
balmers who are ignorant and who do not know 
how to embalm a “posted” body properly. We 
trust that funeral directors generally will not rec- 
ognize the opposition of this type of man to ne- 
cropsies. It helps no one to nurse a grudge, how- 
ever real the wrong. Let us directly and frankly 
point out mistakes and solicit corrections in the 
future. 





The Cleveland Hospital Service Plan 


The Cleveland Hospital Service Association, of 
which John A. McNamara is Director, has is- 
sued a unique and interesting report to “Employ- 
ers” of participants in the plan. 


The report informs the employers that there 
are now 80,246 subscribers to the plan, 69,776 of 
whom are employed and 10,470 are dependent 
members of families of employed participants. 


The Association has paid a total exceeding one- 
half million dollars for hospital care, for its par- 
ticipants, who are at present using 87/100 hos- 
pital day for each participant. It has accumulat- 
ed a reserve for future contingencies in excess of 
$150,000. 


The Service Association is controlled by 16 non- 
profit hospitals of Greater Cleveland which ren- 
der 9314 per cent of all hospital care provided by 
Cleveland general hospitals. The Association 
pays 63 per cent of its earned premiums directly 


80 


to hospitals for care furnished its subscribers; 
13 per cent for operating expense and 24 per cent 
is passed to reserve. 





Canned Goods Purchases 


The pack of canned goods for 1937 is now ex- 
pected to be the largest on record, and 15 per 
cent to 20 per cent in excess of 1936. This indi- 
cates that prices will not be any higher but may 
be much lower as prices are influenced by pros- 
pects for next year’s pack as well as by size of 
this year’s pack. 


Some adjustments have already taken place 
however. Certain grades of corn, snap beans 
and peas in No. 2 cans were 20 cents to 23 cents 
per dozen lower in November than at the same 
time a year ago. 


Due to low production of tomatoes the prices 
on tomato products are not likely to decrease and 
may increase slightly over the present low price. 
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The Intern and His Hospital 


HARRY CORDOVER, M.D., New York City 


young medico is given his degree of Doc- 

tor of Medicine and sent forth from his 
institution of learning. He is now eligible for the 
licensing examination to practice medicine in his 
state. In most instances he is licensed by the 
state within a few months after his graduation 
from medical school. Legally the recent graduate 
is permitted to practice upon his less fortunate 
fellow human beings. Fortunately for society 
there has grown up a tradition in the medical 
profession requiring the neophyte to acquire 
practical knowledge and skill by actual contact 
with the sick as an intern. 


- FTER four years of medical school the 


When Interns Are Selected by Competitive 
Examination 


Most hospitals appoint interns after a com- 
petitive examination. In the bigger and better 
known hospitals that is a very difficult task. As 
many as several hundred applicants must be ex- 
amined to choose the fortunate few candidates 
for the ensuing year. The hospital pledges itself 
to equip the young doctor for his professional 
duties by training him in the accepted methods 
and procedures of examination, diagnosis, and 
treatment. The intern pledges himself to the 
proper care of the patients (under the guidance 
of the attending staff), and to the welfare of the 
hospital in its community. 


It frequently requires some time before the 
intern becomes adjusted to his new hospital en- 
vironment. An early understanding of his place 
in the hospital pattern is necessary before he can 
function to the best of his ability. In all phases 
of living we are but units within a group; like- 
wise the intern is merely a unit in the hospital 
group. We hope to show the intern his place in 
our complex hospital scheme. 


The hospital, whether governmental or volun- 
tary, is an instrument for the good of the com- 
munity. Its management is aimed for the benefit 
and improvement of the community. The gov- 
erning body (usually cailed the Board of Trustees, 
or Board of Directors) interprets the wishes of 
the community to the hospital. 


The Hospital and Minimum Standards 


This Board of Trustees is composed of men 
and women who have achieved distinction in the 
community in their own particular fields of en- 
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deavor. An eminent educator, a distinguished 
lawyer, a successful business man, or a newspaper 
editor may be called in to help form this group 
representative of the community. The medical 
man is not a member of this group. The medical 
viewpoint is presented to this Board of Trustees 
through the Medical Board whose organization 
we shall discuss a little later. The prime func- 
tions of the Board of Trustees are to direct the 
administrative officers of the hospital to coordi- 
nate the activities of the hospital with the needs 
of the community, and to exercise control over the 
financial status of the hospital. The Board of 
Trustees must also see to it that the minimum 
standards for approval of the hospital by the 
American College of Surgeons are met. Briefly, 
these minimum standards may be summarized as 
follows: 


1 The doctors of the hospital must be organized 
into a staff. 


2 Staff membership is limited to those doctors 
of medicine graduated from recognized 
schools, legally licensed by the state, com- 
petent in the practice of their profession, and 
ethical in all relations with patients and other 
doctors. 


3 The medical staff must adopt regulations 
governing the professional care of the pa- 
tients including staff meetings held at regu- 
lar intervals for the purpose of review and 
analysis of work done during the preceding 
period. 


4 Accurate and complete records for all pa- 
tients must be kept on file in the hospital and 
be easily accessible. 


5 Diagnostic and therapeutic facilities under 
competent medical supervision must be avail- 
able including at least a clinical laboratory 
and an x-ray department. 


The Administration in Municipal Hospitals 


In municipal hospitals, such as those in New 
York City, the functions of the Board of Trustees 
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are taken over by the Commissioner of Hospitals 
appointed by the Mayor, and directly responsible 
to the Mayor. The Advisory Council to the Com- 
missioner is composed of prominent staff mem- 
bers of various city hospitals who are well known 
in their respective fields; they serve without re- 
muneration. We also have a Board of Visitors 
made up of several prominent laymen of the 
community. Its function is to visit the hospital 
at intervals and report its observations to the 
superintendent. All the other administrative 
officers are appointed by the Civil Service Com- 
mission after competitive examinations; these 
include the general medical superintendents, the 
medical superintendents, and the deputy medical 
superintendents. 


The Attending Staff 


The Board of Trustees appoints a_ super- 
intendent to carry out its mandates; he is purely 
an executive officer whose prime function is the 
coordination of the many divisions needed for the 
proper functioning of the hospital. The attending 
staff are physicians and surgeons of note in that 
community appointed by the Board of Trustees 
for their high professional standing and ability. 
The assignments are usually for limited periods, 
commonly one year, and re-appointments made 
depending upon their records. They are organ- 
ized into a Medical Board consisting of the high- 
est ranking attending physicians and surgeons. 


Ranks are assigned as in the army, with the 
visiting physician ranking as colonel, the associ- 
ate visiting physician ranking as major, and 
assistant visiting physician ranking as captain. 
The intern ranks as a lieutenant; he is an officer 
who carries out the orders of his superiors. By 
this we wish to emphasize the fact that the in- 
tern’s position is a subordinate one, and that his 
actions are always under the control of a more 
experienced man. Continuing our comparison 
with army rankings, the non-commissioned of- 
ficers are the nurses. Further, the privates in 
our constant warfare against illness are the 
technicians, orderlies, and porters. 


The hospital is a complex organization. The 
proper treatment of the sick requires a large staff. 
In a hospital of five hundred beds we need nearly 
five hundred people to run the various divisions 
that operate for the treatment of the patient. We 
need doctors, nurses, technicians for the clinical 
laboratory and radiographic departments, phar- 
macists, dieticians, social service workers, record 
librarians, clerks for the business office and in- 
formation desk, operators for the telephone 
service, orderlies, porters and the personnel 
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needed for the kitchen, laundry, housekeeping, 
maintenance, and mechanical divisions. 


When the New Intern Enters His Hespital 
Service 


The new intern precipitated unaware into this 
conglomeration finds himself at a loss, until he is 
given an understanding of his place in the hospi- 


-tal pattern, and is made to see that there is a well 


ordered plan of coordination and cooperation be- 
tween the various branches of the hospital. The 
professional care of the patient is the full respon- 
sibility of the attending staff. The intern body is 
a continuous group with each individual but a 
temporary two year unit in this never-ending 
guardian chain. The intern is a temporary guest 
who stays at the hospital for a short time, at the 
invitation of the Medical Board. He should be 
extremely careful as his actions reflect upon the 
reputation of the hospital. 


The Intern and the Patient 


Most of the interns enter the hospital as earnest 
students. As soon as the intern is orientated, he 
demonstrates the proper attitude by his actions. 
He recognizes that nursing duties have to be done 
early ; the patient must have breakfast, must have 
his bed linen changed, his temperature taken, and 
medication given before the intern starts his daily 
work. After these routine matters have been at- 
tended to, then it is time for the intern to do his 
surgical dressings and his daily examination. He 
realizes that he must stop before the patient’s 
dinner hour and that he should be through with 
his routine work before the evening shift of 
nurses comes on duty, since there are fewer nurses 
available at night to assist him. Of course, an 
emergency treatment must be done at the time 
it is needed. The intern knows that he should 
respond to all calls immediately, regardless 
whether or not the patient is desperately ill at 
that time. Even though a patient enters the hos- 
pital at 4:00 a. m. the intern should see him then 
to give what treatment is necessary. The intern 
will sign out patients at once, and thus allow the 
patient to leave immediately and not have rela- 
tives sit around the ward for hours waiting for 
the intern to appear. He will arrange for smooth 
teamwork by notifying the operating room of 
operating schedules well in advance in order to 
allow them to make all preparations. There is 
nothing more annoying for an attending surgeon 
than to come in ready to operate, and find that he 
has to wait until an operating room is available 
for him. The intern should escort the visiting 
staff at all hours, realizing that the attendings 
give valuable time out of busy practices and thus 
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should not be delayed. The intern knows that 
kindness to patients and their relatives has its 
own reward. He is also easily located by the tele- 
phone operator and when he goes out of the hos- 
pital, he informs the operator of his substitute for 
the time being. He never complains about meals, 
and performs his chores without complaint. The 
intern writes up his charts completely. The pa- 
tient’s history and physical examination are 
charted upon admission and progress notes are 
entered at suitable intervals. He does not have 
to be called by the record librarian to complete 
his chart upon discharge of the patient from the 
hospital. 


Once in a great while the hospital gets an intern 
who is greatly impressed by his own importance. 
Perhaps this is a pardonable sin. After so many 
years of college and university, during which he 
is secluded from the wiles of the business world 
and sheltered from the harsh exigencies of life 
and pampered by well-meaning relatives, he 
emerges from his cocoon with a greatly exag- 
gerated idea of his own preeminence. His lordly 
attitude to patients and condescension to his less 
fortunate fellow human beings are often steps in 
the development of the physician. During his 
stay in the hospital he may easily embarrass the 
administration by his thoughtless acts. The hos- 
pital has a standing based upon the prominence of 
members of the attending staff, and upon the 
scientific literature that emanates from the hos- 
pital. Its reputation can be easily damaged by 
the immature actions of a small number asso- 





ciated with the hospital. This happened to a large 
eastern college some time ago when a loud minor- 
ity of students put the mark of Communism upon 
it, much to the detriment of the great majority of 
its students. It is very important for the intern 
to realize his temporary connection with the hos- 
pital so that he may not soil its reputation by 
thoughtless conduct. «He comes to the hospital 
primarily for instruction in the Art of Medicine; 
he should leave to older and more experienced men 
for their mature consideration matters of policy 
which in no wise concern him as an intern. 


In conclusion we wish to concur in the resolu- 
tion adopted recently by the New York Academy 
of Medicine that internships are but extensions of 
student days and that the interns should adopt 
the same attitude that they maintained in the 
days of their theoretical education. Thus may 
the best interests of the intern and his hospital 
be attained. 


Bibliography 


1 “Hospital Management and Administration.” Dr. 


M. MacEachern 


2 “Some Experiences in the Education of Administra- 
tors.” Dr. M. M. Davis, “Hospitals,” Jan. 1938 

3 “Training and Education of Hospital Personnel.” 
Dr. G. O’Hanlon, “Hospitals,” Jan. 1938 

4 “Medical House Staff Organization.” Dr. S. R. D. 
Hewitt, “Hospitals,” Nov. 1937 

5 “Personnel Relations.” Dr. J. C. Doane, “Hospitals,” 
Sept. 1937 

6 “Hospital Administration as a Medical. Specialty.” 
Drs. E. Giddings and H. Cordover, “Hospitals,” May, 
1937 

7 “Training of Internes.” Dr. E. Giddings and N. 


Smith, “Hospitals,” Jan. and Feb. 1936 





STATEMENT OF THE OWNERSHIP, MANAGEMENT, CIR- 
CULATION, ETC., REQUIRED BY THE ACTS OF CON- 
GRESS OF AUGUST 24, 1912, AND MARCH 3, 1933, 


Of HOSPITALS, the Journal of the American Hospital Assn., 
published monthly at Chicago, Ill., for October 1, 1937. 

State of Illinois, County of Cook—ss. 

Before me, a Notary Public in and for the State and county 
aforesaid, personally appeared Bert W. Caldwell, who, having 
been duly sworn according to law, deposes and says that he is 
the Editor of the magazine “HOSPITALS,” and that the fol- 
lowing is, to the best of his knowledge and belief, a true state- 
ment of the ownership, management (and if a daily paper, the 
circulation), etc., of the aforesaid publication for the date shown 
in the above caption, required by the Act of August 24, 1912, as 
amended by the Act of March 3, 1933, embodied in section 537. 
Postal Laws and Regulations, printed on the reverse of this 
form, to wit: 

1. That the names and addresses of the publisher, editor, 
managing editor, and business managers are: 

Publisher—American Hospital Association, 
Street, Chicago, Illinois. 

Editor—Bert W. Caldwell, M. D., 18 E. Division Street, Chi- 
cago, Illinois. 

Managing Editor—Bert W. Caldwell, 
Street, Chicago, Illinois. 

Business Manager—Bert W. Caldwell, M. D., 18 EB. Division 
St., Chicago, Illinois. 

2. That the owner is: (If owned by a corporation, its name 
and address must be stated and also immediately thereunder the 
names and addresses of stockholders owning or holding one per 
cent or more of total amount of stock. If not owned by a cor- 
poration, the names and addresses of the individual owners must 
be given. If owned by a firm, company, or other unincorporated 
concern, its name and address, as well as those of each indi- 
vidual member, must be given.) 

The American Hospital Association, 18 East Division Street, 
Chicago. 


18 E. Division 


M. D., 18 E. Division 


February, 1938 


! 


Pres., Robert B. Neff, University of Iowa Hospitals, lowa City, 
Iowa. 

Treas., Asa S. Bacon, Presbyterian Hospital, Chicago. 

Ex. Secy., Bert W. Caldwell, M. D., 18 E. Division St., Chicago. 


3. That the known bondholders, mortgagees, and other secur- 
ity holders owning or holding 1 per cent or more of total amount 
of bonds, mortgages, or other securities are: (If there are none, 
so state.) 


None. 


4. That the two paragraphs next above, giving the names of 
the owners, stockholders, and security holders, if any, contain 
not only the list of stockholders and security holders as they 
appear upon the books of the company but also, in cases where 
the stockholder or security holder appears upon the books of the 
company as trustee or in any other fiduciary relation, the name 
of the person or corporation for whom such trustee is acting, is 
given; also that the said two paragraphs contain statements em- 
bracing affiant’s full knowledge and belief as to the circum- 
stances and conditions under which stockholders and security 
holders who do not appear upon the books of the company as 
trustees, hold stock and securities in a capacity other than that 
of a bona fide owner; and this affiant has no reason to believe 


‘that any other person, association, or corporation has any in- 


terest direct or indirect in the said stock, bonds, or other secur- 
ities than as so stated by him. 


5. That the average number of copies of each issue of this 
publication sold or distributed, through the mails or otherwise, 
to paid subscribers during the twelve months preceding the date 
shown above is —. (This information is required from daily 


publications only.) 
BERT W. CALDWELL, 
Editor. 


Sworn to and subscribed before me this Fifth day of October, 


(Seal) BMMA A. SCHMIDT, 
(My commission expires Nov. 15, 1938.) 


83 








Planning for Communicable Diseases 


A. J. McRAE, M.D., Hempstead, New York 


pital, Nassau County, New York, had no fa- 

cilities for the hospitalization of patients 
having communicable diseases; which was one 
reason for establishing the County Public General 
Hospital. 


Pris to the opening of Meadowbrook Hos- 


The building for communicable diseases at 
Meadowbrook Hospital is an isolated one-story 
building, 192 feet long by 42 feet wide, connected 
with the other hospital buildings by a tunnel. It is 
of reinforced concrete construction with brick 
walls finished in stucco and cast stone trimmings. 
The floors are rubber tile and terrazzo. 


Accommodations have been provided for 27 
patients in eleven 1-bed wards, four 2-bed wards, 
and four 4-bed wards. The census of patients on 
numerous occasions has been over 27 as the 1-bed 
wards are sufficiently large for two patients with- 
out undue crowding. 


A Complete Unit 


The building is a complete unit in itself and has 
an admitting room, waiting room, examining 
room, a small clinical laboratory, and an operat- 
ing room, equipped for major surgery. The op- 
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erating room has been used for fifty major and 
minor operations since the opening of the hospital 
two years ago. 


The morgue and chapel are adjoining rooms in 
the basement. When funeral services are held in 
the chapel, relatives may view the deceased with- 
out danger of infection. A glass-topped enclosure 
has been built against the wall between the chapel 
and the morgue, and an opening in the wall per- 
mits sliding the casket from the morgue in under 
the glass top. 


Arrangements for Carrying Out Aseptic 
Technique 


Every facility necessary for carrying out 
asceptic technique in the treatment of communi- 
cable disease has been provided. Small glass 
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panels in the ward doors permit the observation 
of patients from the outside. The doors to the 
patients’ rooms have arm hooks and friction 
hinges instead of the usual door knobs. Gas burn- 
ing incinerators have been installed in the utility 
rooms. The kitchen equipment is of stainless 
steel. Mattresses are sterilized in a high pressure 
sterilizer in the basement. 


The equipment of the building includes a res- 
pirator, an alpine sun lamp, oxygen tents, and a 
mobile x-ray unit. An ambulance is operated for 
the exclusive use of communicable disease pa- 
tients. 


In the summer of 1935, a few weeks after the 
opening of Meadowbrook Hospital, an epidemic 
of infantile paralysis occurred in Nassau County. 
Before it ended in late November, eighty-two pa- 
tients with poliomyelitis had been admitted to 
the hospital. Fortunately, most of the cases were 
mild and of the abortive type and dénly two deaths 
occurred. 


During 1936, 482 patients, about ten per cent 
of all the patients entering the hospital, were ad- 
mitted to the contagious disease building. The 
average daily census was twenty two and the per- 
centage of occupancy was eighty-one. There were 
fifty deaths. The list of communicable diseases 
treated in 1936 included measles, chicken pox, 





whooping ceugh, mumps, venereal diseases, ery- 
sipelas, impetigo, pulmonary tuberculosis, anterior 
poliomyelitis, and 134 cases of scarlet fever. 


Per Patient Day Cost 


A staff of graduate nurses is employed, con- 
sisting of one supervisor and ten general duty day 
nurses; also two nurses’ aides and two orderlies. 
The nurses are on straight eight hour duty. The 
cost per patient day in 1936 was $5.78. 


The medical staff of Meadowbrook Hospital is 
closed and, with few exceptions, private patients 
are not admitted. However, as no other hospital 
in the County accepts contagious disease, these 
patients may be admitted to Meadowbrook Hos- 
pital as private patients. 


On many occasions during the past year it was 
evident that the accommodations for the care of 
communicable diseases in Nassau County still 
were inadequate for the population of 400,000. A 
two-story and basement addition, providing 44 
more beds, chiefly 2-bed and 4-bed wards, is now 
under construction. On its completion, Meadow- 
brook Hospital will have 70 beds for the care of 
communicable diseases. 





Presented before the Construction Section, American Hospital 
Association Convention, Atlantic City, September 15, 1937. 
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Now, after all, your first interest is your pa- 
tient and whether or not you believe, whether or 
not you are concerned about the spiritual side 
of a man, if your patient is your first concern, you 
should have some regard for his interests, for 
his belief and at least offer him the opportunity 
of spiritual ministrations. We all know that 
many times when a man’s spiritual problems are 
straightened out, it is easier to care for his physi- 
cal ills. 


This, of course, applies to patients of every 
faith but as a matter of fact, in time of sick- 
ness of a Catholic patient his religion has some- 
thing very definite to offer him. Whether or not 
the doctor or the nurse believes the same as he 
does should not make any difference, if the inter- 
est of the patient is paramount, I feel that that 
service should be offered to him the same as every 
other service that is now being offered. 


I might relate a little story of one of our own 
hospitals. It happened to be a hospital and a 
home for incurables. A Mohammedan patient 
was at one time admitted. As usual, the man’s 
religious convictions made no difference to the 
Sisters. He was in need of what that hospital 
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had to offer and he was welcome. He came there 
as a free patient. His religious beliefs were re- 
spected. Every so often, he wanted to attend a 
religious service which was held for his people 
somewhere in the city. He came to the hospital 
without funds. He was receiving free care. But 
every time he wanted to go out, he was provided 
with his carfare so that he could attend the serv- 
ice; and not only that, but so that he could be a 
self-respecting Mohammedan and be the same as 
every other person at the service, he was given 
an offering to make, out of hospital funds. 


I do hope the day will come when our hospitals 
will not confine their service to physical needs. I 
suppose in most hospitals a minister of religion 
would be welcome, would be sent for if the patient 
asked for him; but there are so many other things 
which are given to the patient without his asking. 
The social worker, for instance, calls on him 
whether he wants her or not, and I hope, too, that 
the day will come when most of our hospitals will 
realize that man has a spiritual side to him as 
well as a physical and will provide in routine 
fashion for the care of his spiritual needs. 


Reverend Joseph S. O’Connell. 


85 








Cost of Electricity for Hospital Cooking 


R. E. HEERMAN and REEVA HINYAN, Los Angeles 


stallation of electrical ranges for a period of 

eight months from March 1, 1937, to October 
31, 1937, at The California Hospital, Los Angeles, 
California. The installation, completed on March 
1, 1937, consisted of the following equipment: 


1 Edison Bake Oven 30672-30673 
2 Edison Ranges Equipped 17550-17551 
1 Edison Range No. 17552 
1 Edison Auto Fry Kettle No. 15403 
3 Edison Vertical Broilers 
Nos. 19317-19318-19319 
1 Range Oven and Griddles RA170 
wee GM ne kk Seen cases awe $2,425.96 


Tost report covers the operation of a new in- 


The Installation 


The California Hospital is a non-profit charita- 
ble institution of 292 beds owned and operated by 
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The Lutheran Hospital Society of Southern Cali- 
fornia. A new hospital building was completed 
in May, 1925, at which time the new gas cooking 
equipment consisted of the following: 


7 Sections—all cooking tops with ovens 

2 Garland Gas Broilers 

2 Salamanders 

1 Double Decked High Shelves 
Approximate cost ........... $1,700.00 


In addition to this equipment, a large electric 
baking oven, manufactured by the Dispatch Man- 
ufacturing Company of Minneapolis, Minnesota, 
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Portion of kitchen, showing arrangement of central service tray set-up, starting from chef’s counter in front of electric ranges 


was installed to take care of pastry baking. This 
part of the original installation is intact and has 
operated in a satisfactory manner and has always 
been handled as a separate unit apart from the 
range cooking equipment. 


The gas range equipment as listed above during 
the period from May, 1925, to March 1, 1937, 
although repaired at intervals with new tops and 
miscellaneous equipment, had depreciated to such 
a point that the installation had to be replaced. 
In December, 1936, the dietitian recommended 
that the range equipment should be changed early 
in 1937, and the Board, therefore, authorized the 
superintendent to secure bids on various gas and 
electric installations. A committee was appoint- 
ed which made a detailed study of electric and 
gas installations and bids were secured which 
showed that the purchase of the electric equip- 
ment would involve an expenditure of approxi- 
mately $1,000.00 more than similar gas equip- 
ment. The committee, however, felt that some of 
this increased cost would be absorbed in the 
longer life of the electric equipment, and there 
should not be a great deal of difference in the 
repair cost of the two installations. 


One factor which the committee considered fa- 
vorable to the installation of electric equipment 
was the fact that the superintendent in the sum- 
mer of 1936 had negotiated a new stand-by con- 
tract with the Bureau of Light & Power. Prior 
to this time the stand-by contract called for the 
purchase of approximately $2,100.00 worth of 
electricity annually with the provision that the 
hospital would stay off the lines of the Bureau of 
Light and Power from 4:30 to 10:30 p. m. during 
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the months of November, December, January and 
February of each year. In the summer of 1936, 
however, the Bureau of Light and Power with 
the introduction of the Boulder Dam Power, 
found it necessary to cut over their distribution 
system from 50 cycles to 60 cycles. This change 
would, therefore, necessitate that the hospital 
equipment be cut over for use on 60 cycle service. 
This cost would be approximately $2,500.00 for a 
change-over of motors, x-ray equipment, eleva- 
tors, etc. The cost of rewinding the 150 k.v.a. 
generator would be an additional $1,750.00. The 
Bureau of Light and Power contended that they 
were not obligated to make the cut over at The 
California Hospital as they were only furnishing 
stand-by current. After negotiations they, how- 
ever, agreed to make the cut over of all hospital 
equipment except the generator if the hospital 
signed a contract to increase their purchases of 
electricity by $1,000.00 annually for three years. 
This contract, however, was negotiated prior to 
the time that any thought was given to change- 
over from gas to electric cooking. Therefore, this 
cost could not be charged against electric cooking 
as a similar expenditure would have had to be 
made either by cut over of all equipment or pur- 
chase of electricity. It was, therefore, sound eco- 
nomics to purchase the electricity as the expendi- 
ture could be utilized in energy and the operation 
of our plant made it possible to merely shut down 
our generating equipment for a longer period 
during the summer. 


The Committee’s Decision 


The committee, after considering the following 
points decided for the installation of electrical 
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Front bank of electric cooking installation, consisting of 
three vertical broilers, three ovens, and two surface cooking 
units 


cooking equipment additional 
$1,000.00 in cost: 


1 The arrangement of the kitchen 

2 Heat consideration in the summer time 

3 Savings of food, particularly in oven cook- 
ing 

4 The fact that the hospital had an advan- 
tageous stand-by electric contract and its 
own generating plant 

5 Decreased cost of maintaining walls and 
ceilings of the kitchen 


involving an 


Results of Operations After Eight Months 


On March 1, at the time of completion of the 
installation, a separate electric sub-meter was 
placed on the electric service for the range equip- 
ment. A daily reading was taken of this meter 
in order to judge the economical operation by 
chefs. This report comes to the superintendent’s 
desk every morning. The meter for the eight- 
month period showed a total consumption as fol- 
lows: 


Total consumption electric 


gg, ee - 67,280 K.W.H. 
Average consumption per 
OE in. kee beats dee eedas 8,410 K.W.H. 


This block of power if entirely purchased as an 
additional block on our stand-by contract would 
have cost us at the rate 0.75 cents per K.W.H. 


Por eight wmomibs. .. .. 2.6.5 cccseed $504.60 
Miscellaneous gas used in hot plates 

still retained on various floors....$ 75.91 
Total cost if on purchase basis...... $580.51 


Gas consumption for the previous 
year, March 1, 1936, to October 31, 
1936, on the old gas range installa- 
rere Te Peer $714.68 
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Actual Results by Generating Most of the 
Electricity Used 


Increased fuel costs deducting in- 


crease effective 1937............$ 82.03 
Increased electric energy purchased 

over Stand-by Contract.......... $ 36.30 

SN - eink oak Vea SS $118.33 


Decreased gas bill, 1937 over 1936... 638.77 

Net saving bills to hospitals... .$520.44 
Maines per GOMER. . «2 66 ce icewes $ 65.05 
ee ee $780.60 


Comparison of Other Operating Conditions, 8 
Months, 1936 to 1937, Period March 1 to 
October 31 Each Year 


1936 1937 
Gas Electric 
Cooking Cooking 
Total patient days..... 57,607 65,262 
errr ress Sree ce 7655 
Total Meals Served.... 270,669 292,366 
Increase Meals (8%) ........sccceccee 22,097 
Total Food Costs...... 59,988.76 67,595.13 
Cost of Food per Meal. . .2219 .2317 


Approximate increase 
all food prices (10%)... ....2.cc00s 6,145.00 
Total Food Cost 


discounting increase. .59,988.76 61,450.13 
Cost of Food per Meal 

discounting increased 

WE sn ckisdentvadoses .2219 .2102 
Actual Total Meat Cost. 9,283.48 10,512.59 


Increase in Meat Prices, 
ge. Teer eee ere 1,752.59 
Total Meat Cost adjust- 


ing to increase in Cost 9,283.48 8,760.00 
Meat Cost per Meal.... .0343 .0299 
Decrease meat cost per meal..............-. 12% 





Rear bank of electric cooking installation, showing three 
oven units, two surface cooking units, one deep fat fryer, 
and one grill top. No. 1 and No. 2 banks are back to back 
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The Integration of the Hospital Personnel as 
Related to the Needs of the Patient 


ELEANOR E. HAMILTON, F.A.C.H.A., Newark, New Jersey 


A Thesis Submitted as a Requirement for Advancement to Fellowship in the American College of 
Hospital Administrators 


HEN one speaks of the processes of in- 
WW cezraion of a group as related to the 
physical and mental well being of an 
individual, one must consider the ultimate object 


of the integration and the by-paths by which re- 
sults are obtained. 


As the subject to be discussed is closely related 
to the hospital and its personnel, the basic prep- 
aration must necessarily be with the individual 
who is to direct the group. Good health and mental 
stability being pre-requisites, education must be 
of both a general and specific type. A spiritual 
approach is vitally necessary, if from a religious 
conviction of the underlying need of the sick, so 
much the better; but in a fuller sense, the spiritual 
is one which underwrites the moral and ethical 
standards of behavior. There must be also confi- 
dence in achievement, direction of aims, and 
power to inspire in the personnel confidence in the 
judgment and wisdom of decisions made in situa- 
tions that may arise. 


The Concept of the Patients Needs 


The educational background being basic, both 
as to environment and preparation, the profes- 
sional point of view must next be considered. 
Since the patient is to be hospitalized, it becomes 
apparent that the person directing the institu- 
tion must have intelligent concept of the patient’s 
needs. 


Whether the chosen director is a physician, a 
nurse, or a layman, the director should hesitate 
before assuming a position as complicated as a 
hospital offers without definitely understanding 
the professional aspects of the position. The 
physician may have the professional approach 
but may lack leadership. The nurse may have a 
limited concept of the professional aspect, but 
may lack directing ability. The layman may lack 
both and yet have such definite business ability as 
to make his hospital an absolutely desirable place 
for the welfare of the patient. Happy the institu- 
tion which finds in one of the three, the follow- 
ing requisites: academic training, social apti- 
tudes, professional training, and advanced and 
collateral preparation. 
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If the education of the director is at all com- 
mensurate with the task before him, then and 
only then should he undertake the position. 


Creative Leadership 


Leadership in itself occupies whatever niche 
it is capable of filling. Creative leadership is es- 
sential for hospital growth, and vitally necessary 
for the guidance and inspiration of the entire per- 
sonnel. 


It is here where one’s ethical and moral stand- 
ards find their fullest expression. True ethics is 
an expression from the soul of man, who, rightly 
directed, seeks to give final expression to genuine 
kindliness in thought, word, and deed. Supported 
as he may be by ethical codes, the end results are 
those which yield a moulded character, living its 
life, unafraid of issues, courageous before defeats, 
honest in convictions, and hopeful of results. 


The Psychological Approach 


The psychological approach of the one chosen 
to direct the group is of paramount importance. 
The fact that man is a result of his heredity or his 
environment is not as vital in consequence as is 
the ultimate use which he makes of both. He must 
be versatile enough to sense a fitting reaction to 
creative suggestion in the personnel’s ultimate 
integration into the needs of the patient. All the 
modern methods of psychology are to be utilized 
and the efficient director must use a daily meas- 
urement of self as he interprets the application of 
psychology through the results of the work of the 
entire personnel. 


The Institution Itself 


The institution where the patient will be housed 
is of next consideration. Experience teaches that 
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the justification of a hospital less than two hun- 


dred beds, even though properly located as to bus, . 


trolley, and street approach, is a much debated 
proposition, when the cost of operation, the equip- 
ment needed, and the usefulness are considered. 
This, of course, applies to metropolitan areas and 
not to communities where the smaller hospital 
has long justified its establishment. 


The aims and objectives of all hospitals being 
similar in origin but different in expression, de- 
pend entirely upon the concept of the founders. 
If the institution has for its aim the finest ex- 
pression to be found for human service, then the 
founders and subsequent Board of Trustees will 
keep the objectives clear and well defined. If, 
however, the project is of political venture, un- 
less controlled, the objectives will undergo pe- 
riods of perturbation and the patient may find 
himself in an environment in which outside in- 
terests supersede those of his own cause. Proper 
hospital objectives are undebatable and have been 
so well established in the public mind that pro- 
tests at once find expression if they are not met. 


The Selection of the Personnel 


Selecting the required personnel necessitates 
deep thought, since so much depends upon the 
type of the institution. If the institution is an 
educational one, then especially prepared men and 
women with good educational background and 
teaching ability must be given place, together 
with those in the lower brackets of labor. What- 
ever the type of institution, qualities of physical 
fitness, mind, and character enter greatly into the 
subsequent choice. 


A hospital requires in its worker a certain ver- 
satility of mind. If the worker comes with fixed 
habits of work and hours, from a field other than 
a hospital, he may have to make many adjust- 
ments. No matter on what level of employment 
in the hospital he finds himself; he must learn 
to keep his faculties alert to the various adjust- 
ments necessary in the institutional regime. 


The choice of quality in personnel needs ample 
consideration. The director or personnel man- 
ager must not minimize the final lines of activity 
to which the group may be subjected. He must 
weigh carefully the expression of service which 
is to be established in the group activity, in its 
application to the welfare of the patient. 


The chronological age of the employee is of im- 
portance but more so is his mental age, which 
now, under psychological guidance, has been es- 
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tablished and must be the final index of his abil- 
ity. The higher brackets of employees are of 
greater consideration than the lower, as it is 
from these that departmental heads will be chosen. 


The evaluation expression of the personnel 
must necessarily be on several levels; but the 
intrinsic and subsequent usefulness of the group 
must be built upon the human foundations of 
honesty, cooperation, and adjustments. Then and 
only then, is it conceivable that a coordinated 
group activity will establish the right modus op- 
erandi for the patient. 


The number of personnel is also a debatable 
question. Were statistical figures to be used, we 
would have a ratio of one worker to two patients, 
one to two and one-half patients and again one 
to three and so on up the scale. Necessarily the 
number depends upon the type of institution. 
While the personnel in laundry, boiler-room, plant 
maintenance, housekeeping, and commissary de- 
partments remain more or less fixed, capacity 
patient loads often overtax the efficiency of these 
departments. Any active general or voluntary 
hospital treating acute diseases must have flex- 
ibility in numbers. The writer has seen a number 
of tables giving ratios, but experience has proven 
that absences, illness, and vacations can make 
these tables inefficient over night; so that our last 
reasonable approach must be one of versatility. 
Certainly six patients with acute influenza will 
require more attention than six patients with ap- 
pendicitis, tonsillitis, or sub-acute rheumatism. 
Obviously the active nursing, aide, and orderly 
service must be elastic, and all collateral groups 
must be trained to coordinate when emergencies 
arise. This versatility reflects of course upon the 
payroll. The yearly analysis of costs must be 
carefully weighed against types of disease 
treated. The special hospitals as a rule require 
fewer personnel than do the institutions where 
the acutely ill are received and treated. | 


Selections for the Key Positions 


The selection of persons for key positions is of 
vital importance. The pathologist chosen must 
have basic and professional training, field ex- 
perience, ambition, and leadership. He has a 
challenging job and must be so right in his final 
analysis that the verification of diagnosis is as- 
sured. In giving this example in the considera- 
tion of a person filling an executive position, we 
are dealing with an employee on the highest in- 
tellectual level whose scope of activity needs only 
to be adjusted to fit the financial pattern of the 
hospital’s pocketbook. 


The director of the school of nursing and her 
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assistants, the chief dietitian, the head of the 
clinic, the pharmacist, are on the higher level of 
employees. One expects from this group an intel- 
ligent and cooperative integration into the final 
program. Other key positions offered, call for a 
less active participation into the intricate needs 
of the patient, but are collateral and imperative 
in those needs. 


A careful job analysis must be presented to the 
person assuming an administrative position. The 
director of the institution must have a clear con- 
cept of the field assigned. He must furthermore, 
present in a clear concise manner, whether by 
letter or word (and preferably the former), what 
are the aims and objectives towards which the 
entire personnel must look. The departmental 
head, as he faces an ever widening horizon is 
stimulated to self-growth, determination, concise- 
ness, and intellectual advancement. 


If the analysis is confined to one field such as 
dietetics this in itself is not limiting; for the die- 
titian must have a wide grasp of what is occur- 
ring in prevention and care in the field of acute 
diseases to render adequate service to the patient. 
No department is independent but is rather de- 
pendent upon the other. 


The appointment having been made, the de- 
partmental head is given a personnel roll boek and 
he chooses the personnel for his department. The 
following basic facts are presented and considered 
before an applicant is accepted: Wage rates, 
hours, duties, assignments, background, educa- 
tion, former experience, aptitudes for cooperation, 
mental alertness, individual aims and objectives, 
special interest, personality and working capacity. 
The applicant must understand that the whole 
program is of more value than an individual or 
a department. 


Collateral Development 


Collateral development is of prime importance. 
How can individual experience contribute to 
group development? This in itself is a project 
for departmental heads in a round table discus- 
sion, and in the mutual pooling of experience, the 
group may be led onward to concepts of fresh 
objectives. 


Individual Responsibility and Loyalty 


The individual responsibility is one of efficiency, 
and experience has demonstrated there is no short 
cut to it. It is the direct result of minute and 
careful planning, education, and exercise. The 
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skillful person is able to expedite a project and 
accomplish results, but he must not lend himself 
to snap judgments. The effective operation in 
banking comes from long hours of actual experi- 
ence, education, and application. Efficiency in 
the hospital field takes a similar route and the 
departmental adjustment between groups nar- 
rows itself down to cooperation, interest, col- 
lateral training, and individual responsibility. 


No group integration can exist without indi- 
vidual loyalty. This is vital in the mutual under- 
standing and finer concepts of mass results. 


The previous steps of procedure now bring us 
to the actual daily integration of all departments 
working in concert towards the comfort and well- 
being of the patient. 


The average person to be hospitalized enters 
with a certain perturbation of mind, and despite 
assurances from doctor and nurse to the con- 
trary he finds himself in a complex situation; if 
he refuses treatment he faces further physical de- 
feats; if he accepts he faces a period of enforced 
invalidism to which he as an individual must 
subscribe. 


Again, the outlook either way may be unfavor- 
able and he is then submerged in a chaos of doubt 
from which hopeful assurances fail to arouse him. 


The Patient’s Psychological Adjustment 


The psychological adjustment to be made by 
patient is not always immediate. If the disease 
is of lengthy duration, such as tuberculosis, he 
must bring his whole mental outlook to one of 
reduced activity. Circumscribed as he is by a 
lengthy bed rest, an enforced idleness now awaits 
him. He is obliged to face both mental and phys- 
ical limitations and we often find a defeat mechan- 
ism establishing itself. On the other hand, if the 
condition is acute and calling for speedy action, 
the patient is suddenly confronted with very vital 
problems: his wife must be considered, his chil- 
dren, his home, his business, estate, insurance, 
and his sickroom expenses. The intelligent bed- 
side attendant must exhibit by thought and ac- 
tion, in the display of a sympathetic understand- 
ing, a tactful approach to the patient’s needs. 


The whole man, as well as the diseased part is 
to be treated. He can, if intelligently handled, 
be treated on the mental, physical, and spiritual 
plane. A spirit on the part of the worker which 
conveys assurance and confidence to his mental 
outlook, a skill which contributes to his physical 
conditions and well-being, and an understanding 
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of the depths of human needs expressed in hu- 


man sympathy on a spiritual plane will go far_ 


to surmount the patient’s fears and establish 
hope. 


All materials, such as linens, foods, drugs, 
dressings, cleaning supplies and other necessities 
are to be handled expeditiously by the personnel. 
The laundry worker doing his daily job is to some 
degree responsible for the linen received by the 
patient, but while the man is absent, the expres- 
sion of his work is evident. The x-ray, the lab- 
oratory, and the operating room must subscribe to 
schedule and the patient’s medical and social pro- 
gram becomes the personnel’s concern. : 


The Sphere of the Social Worker 


Much rests with the social worker who inter- 
prets from patient to physician, the sick man’s 
participation in both his disease and his recovery 
and evaluates for the patient the basic causes 
and results. 


The patient while conscious, never loses his 
own feeling of individuality and despite the daily 
harassments which his physical illness may oc- 
casion, he often seeks to vindicate himself to all 
interested in his welfare. Although disease may 
victimize him for a time, yet his ego expression 
is generally either as active or passive as it is 
when he is normal. 


In the event that a person encounters a mental 
maladjustment, his whole background and present 
social and physical condition must be brought to 
the physician’s attention. In either instance, as 
suggested above, the integration of many persons 
must be centered in the interest of the individual, 
and accomplished with such a coordination of 
time and effort that the man sees only the finished 
process of departmental integration and not the 
by-paths by which it arrives. 


The psychological adjustment of the worker 
is, through previous preparation, one of quick 
adaptations to the individual patient. Every 
worker must feel that his work is a factor which 
contributes to the welfare of the sick. “Regard- 
less of the status of the employee, he should be 
made to feel that his task is an essential contribu- 
tion to the sum total of service rendered the pa- 
tient.” The hospital should rightly expect of all 
its workers sobriety of both mind and behavior 
and uprightness of character. Only with such 
a background can the employee produce an air 
of assurance which in turn may be translated in 
terms of confidence between the patient and 
himself. 
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Integration 


Integration is the output of intelligent direc- 
tion and this is of necessity a continuing process. 
It is not the work of today, but also of tomorrow 
and all the days which follow. 


After a period of three years in which each 
patient leaves with us a written account of his 
own reaction to his care while in the hospital we 
have found that the most satisfied patient is one 
who has found kindliness in service of para- 
mount interest to his welfare. This person in- 
variably interprets the hospital to his own circle 
of friends and relatives. This is extremely sig- 
nificant for the expression of the institution in 
the public consciousness. 


Besides the human interest stories, newspaper 
articles, pamphlets, annual reports, and other 
documents, the public also interprets the hos- 
pital through its physicians, auxiliaries, and its 
board of managers. 


It is through their expressions of belief in the 
aims and objectives of the institution, their loy- 
alty of support and their professional and pro- 
gressive program for the institution that public 
support is established and a final confidence main- 
tained. 


If a continuous newspaper publicity of a bene- 
ficial kind can be utilized, the subsequent influ- 
ence is far reaching. 


The final integration of the hospital personnel 
in the welfare of the patient may well be ex- 
pressed in a recent and vivid example; word was 
flashed that the Von Hindenburg was in flaming 
ruins, passengers under the wreckage were dying 
or in terrific straits; physicians and nurses needed 
at once were to report to Newark Airport for 
immediate transportation to Lakehurst, New 
Jersey. Within forty minutes after the word 
reached them, units of doctors and nurses from 
numerous addresses, equipped for real emergen- 
cies were at the flying field awaiting transporta- 
tion. No thought of personal danger, one thought 
only: how quickly to offer helpful and intelligent 
service to the patient. 


This is the integration which through the devi- 
ous processes of training and education, coordi- 
nates into a final expression of forceful and telling 
service, and while it was demonstrated under 
drastic circumstances, it gave proof of its daily 
exercise and its more usual accomplishment, the 
normal integration of the group in the welfare 
of the patient. 
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Hospital Personnel Management from the 
Standpoint of Physical Health 


HAROLD M. SCAMMELL, M.D., Halifax, Nova Scotia 


improvement of the general health of hos- 

pital personnel as a whole in the past few 
years that little of an original nature can be said. 
I shall, therefore, express as briefly as possible a 
few fundamental principles bearing on the sub- 
ject and amplify those which appear to be receiv- 
ing less attention than they should. 


S: MUCH attention has been given to the 


Promotion and Maintenance of Hospital 
Employee’s Health 


It is clearly the duty of the management of a 
hospital to promote and maintain the physical 
health of the employee. The first step in this di- 
rection is the provision of adequate living quar- 
ters for the personnel if such are necessary 
through local circumstances. Nearly all hospitals 
have to provide this accommodation in some de- 
gree. As a general rule nurses are well quar- 
tered and each year sees improvement in this re- 
gard. Domestic personnel is not always accorded 
the same attention. The alleged social distinc- 
tions, as well as the ease with which domestic 
help can be secured in some parts of the country, 
tends to minimize the value of good housing for 
this important group. The reaction is noted in 
frequent changes, poor discipline, indifference in 
conduct, and lowered physical vitality. The hos- 
pital suffers accordingly. Living quarters for the 
personnel as a whole without class distinction 
should be clean, comfortable, adequately furnished 
and, as far as possible, homelike with provision 
made to promote indoor communal pastimes and 
recreation. Hours of work should be short 
enough to permit the worker to secure a reason- 
able amount of outdoor recreation without rob- 
bing the hours for sleep. Not every hospital can 
afford a gymnasium of its own, but hours can be 
arranged at one nearby, a tennis court can be 
rented during the summer, a swimming pool in 
winter, and their use encouraged. Living quar- 
ters should not be of a character to discourage 
occupancy. Social activities indoors should be 
encouraged, as mental health is closely interlinked 
with physical health. 


In one hospital the dietitian in chief has organ- 
ized her kitchen maids into a group which meets 
one evening a week during the winter months. 
The girls are taught to sew, and given valuable 
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instruction in home management. The move is 
a most popular one in the institution. 


Providing Proper Food for Employees 


Where the hospital provides food for its per- 
sonnel, it should take care that it is of good qual- 
ity, well cooked, and tastefully served. There 
should be variety and balance. In some ways the 
personnel is as difficult to feed as are the patients, 
for although there are few special forms of diet, 
there are many individual likes and dislikes as 
well as religious requirements which must be ca- 
tered to in the individual for years instead of a 
few days. A sensible dietitian can quickly esti- 
mate what is reasonable and worth catering to, 
and what is foolish and unnecessary in this re- 
gard. As far as possible she should try to see 
that all are given food the majority desire. 


Rest and Recreation 


While conditions for rest and recreation are 
important, those for work are equally so. Fresh 
air, sufficient light for work, and a moderate tem- 
perature are all conducive to optimum perform- 
ance. Care should be taken that the many sources 
of danger about a hospital are guarded as well 
as possible. Dangerous equipment should not be 
handled by the inexperienced whether it is an 
x-ray unit or a bacon slicer. In the kitchens, for 
example, routines should be established tending 
to avoid accidents. In a hospital with which I 
am well acquainted the kitchen personne! far 
years suffered from frequent hand infections. It 
was rare that one maid at least was not off duty 
from this cause. The introduction of an antisep- 
tic soap, but more important still the abolition 
of steel wool for scouring reduced the infections 
to a minimum. In the same department out- 
breaks of eczema of the hands noted in spring 
and fall were greatly reduced by insisting on 
thorough drying of the hands and the wearing 
of gloves before leaving the kitchens for cold out- 
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side air. Burns and scalds will always occur in 
spite of safety devices and in this regard I am 
strongly in favor of placing within reach of the 
worker’s supervisor a liberal supply of one of the 
water soluble tannic acid jellies. These keep well, 
are easily applied, and as easily removed if neces- 
sary. They give quick relief and satisfy the re- 
quirements of the majority of cases until the phy- 
sician arrives. From this standpoint they are a 
Godsend, as by their use his first half hour of 
care is not devoted to the removal from the burn 
of the various immediate ancestral remedies from 
butter to baking soda. 


Care During Illness 


Now comes the problem of illness and its care. 
With the spread of health insurance, the situation 
grows more complex. It seems a sound principle, 
however, that a person working for a hospital 
should, when ill, be given reasonable care, and 
that by the hospital at its own expense if there 
is not some other scheme in operation applicable 
and available. While the character of accommo- 
dation may vary according to the status of the 
worker in the institution, the quality of the medi- 
cal and surgical care must not vary but should be 
of the best. This applies to acute unplanned and 
planned incapacity, but where the incapacity is 
chronic and unforeseen, hospital policy must re- 
lieve the situation according to local needs and 
always in the most humanitarian manner pos- 
sible. 


Importance of the Relationship of the Health of 
Hospital Personnel and of the Patients 


A final feature I must emphasize: the impor- 
tance of the relationship of the health of person- 
nel and of the patients with which they come di- 


rectly or indirectly in contact. Many hospitals 
have won court decisions on the basis of being 
charitable institutions and taking reasonable care 
in the selection of personnel when a member of 
such personnel, by one means or another, endan- 
gered the life or welfare of a patient. I won- 
der, however, if a court would consider that rea- 
sonable care had been exercised in selection of 
personnel if a patient contracted typhoid from a 
typhoid carrier in the kitchen, and this maid had 
never been questioned at least, when employed, 
as to whether she has had typhoid in her life up 
to that time? I fear reasonable care could 
be questioned. I urge you, therefore, as you 
value your patient’s safety and your peace of 
mind, to guard against the typhoid carrier who 
is a food handler, particularly. I believe that in 
spite of a history, routine laboratory examina- 
tions should be carried out on each new employee. 
And, moreover, when epidemics of any disease 
are rife, contacts should be isolated as well as 
sufferers, from patients and non-sufferers. 


In closing, I wish to sum up the whole situa- 
tion, as follows: The master owes to the servant 
all means conducive to the maintenance of good 
health while in his employ, during the hours of 
rest as well as in those of labor. When sickness 
intervenes, humanity demands that the master 
assist the servant to secure its alleviation. At 
the same time, the master owes it to society to 
secure it against illness as far as possible at the 
hands of his servant if capable of disseminating 
disease. Laws are in force in our countries tend- 
ing towards these ends, but they can only be ac- 
complished by the development of a high sense 
of public duty, personal responsibility, and hu- 
manitarianism on the part of those who are in 
charge of hospital personnel. 





Ohio Courts Rule in Favor of the State 
University Hospital 


The Trustees of the Ohio State University Hos- 
pital filed a demurrer to a suit brought by a 
patient for personal damages, due to an alleged 
burn which she received while under treatment 
in the hospital. The Court said, “The Hospital is 
maintained for the benefit of the people of Ohio, 
and it is fundamental that the State cannot be 
sued without its express consent.” 

ecceimabitienlciits 

A hospital and its service is measured by many 
intangibles. Intangible means the things that 
cannot be seen nor measured by any yardstick 
that we might apply. In order that the hospital 
might do its best work, there must be complete 
harmonious adjustments among the personnel 
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who operate the buildings and equipment in the 
interest of the patient; due regard being given 
to maximum efficiency and the placing of safe- 
guards around all the problems that might arise 
to the patient’s disadvantage. 


The community itself, in order that full advan- 
tage may be taken of what the hospital has to offer 
must be aware of what is going on in the hospital 
and by that awareness, the patient, who is a part 
of the community, will go to the hospital with in- 
creasing confidence because of the fact that out 
of the 2,000 patients admitted each hour in this 
country, more than sixty per cent will be returned 
improved and most of them cured by that so- 
journ. Fear and its component elements will be 
eliminated because of a better understanding. 


B. W. Black, M.D. 
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National Hospital Day—!938 


on Thursday, May 12. Hospitals in 

America and in many countries through- 
out the world will, in increasing numbers, observe 
the one day in the year that is dedicated to ce- 
menting the friendly ties that bind them to the 
public which they serve. They will welcome their 
people into their wards, laboratories, and depart- 
ments not as patients, but as their guests. 


O: National Hospital Day this year falls 


It is now seventeen years since the first observ- 
ance of National Hospital Day. It was established 
as a memorial to Florence Nightingale, and as a 
permanent, living tribute to her work for hospital 
advancement and service to the sick. In that year 
only a few hospitals entered into the spirit of the 
Day, and kept open house for their patients and 
friends. This year thousands of hospitals will 
have as their guests millions of friends who give 
their moral and financial support to our institu- 
tions. 


The plans for programs for National Hospital 
Day, its publicity, and the entertainment that 
goes with its observance are being rapidly de- 
veloped. Under the leadership of its chairman, 
Albert G. Hahn, the National Hospital Day Com- 
mittee is arranging coast-to-coast radio hookups 
and for time on smaller chains and local radio 
stations. The President of the United States, the 
Governor-General of the Dominion of Canada, 
State and Provincial Governors, and Mayors of 
our cities will call attention to the Day by procla- 
mation. 


Every civic club on the continent should carry 
a National Hospital Day program at the meeting 
for the week. Hospital trustees, administrators, 
and members of the staff should address our civic 
clubs and other organizations in the interests of 
our hospitals. It would be helpful in our smaller 
cities to have one large public meeting on the eve- 
ning of May 12, in an auditorium or in one of the 
churches of the city as a part of the program for 
the day. 


Two cities, St. Louis and Dallas, prepared 
especially good programs for National Hospital 
Day last year, either of which might serve as 
a model for this year. 


In St. Louis the celebration of the day was city- 
wide, and the following lists some of the special 
features: 


1 Proclamation by Mayor 


2 General invitation issued by a majority of 
the hospitals inviting friends to visit institution 
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3 St. Ann’s Maternity Hospital Homecoming— 
for all children born there, and Solemn Benedic- 
tions 


4 Announcement of concert and reception— 
Veterans Hospital 


5 Letters to Church Federation and Catholic 
Archbishop asking that the message be delivered 
from the pulpits in the churches in connection 
with Mothers’ Day 


6 Offer by Group Hospital Service pay hospital- 
ization expenses for mother and first infant born 
in St. Louis on National Hospital Day 


7 Editorial comments and press stories: 


(a) “Human interest” story on descendant of 
Florence Nightingale 


8 Fourteen radio broadcasts (local in addition 
to national hook-ups) 


9 Memorial services in honor of Florence 
Nightingale for 150 nurses on Sunday night, May 
9, at the Third Baptist Church. 


10 One hundred twenty thousand necklaces on 
milk bottles 


11 One thousand streetcar and bus placards 


12 Eight talks at executive and service clubs 


13 Distribution of material to all hospital and 
civic organizations 


In Dallas, the Mayor of the city established 
Hospital Week, as well as Hospital Day, by proc- 
lamation. The Dallas Hospital Council had charge 
of the arrangements. 


First, they opened the program by observing 
the birthday of Florence Nightingale Sunday 
night at the First Baptist Church where over six 
hundred nurses from the various schools attended, 
listening to Dr. George W. Truett who based his 
sermon around the service of Florence Nightin- 
gale. 


Monday they opened with two talks over the 
radio. Tuesday they had folders at the tables of 
the various luncheon clubs. Wednesday the Dallas 
Rotary Club, the largest and oldest club in Dallas, 
dedicated its program to the hospitals and the 
Attorney General, Honorable William McCraw, 
came from Austin to make the address. Mr. 
McCraw made a magnificent appeal for the public 
support of the institutions of healing. The pro- 
gram at the Rotary Club seemed to be a marked 
success for the hospitals. 
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Each day a human interest story appeared in 
each of the three local newspapers concerning 


some specific cases in the hospitals, not naming the - 


hospitals concerned but giving a detailed account 
of a human interest nature concerning a patient. 
Twice a day during the week the three different 
radio stations put in spot announcements con- 
cerning Hospital Week and asked the public to 
remember the hospitals kindly and speak of them 
kindly to their friends and neighbors because the 
hospitals are doing a wonderful piece of work 
for the on-going and betterment of humanity. 


The Hospital Council felt that by this consistent 
publicity going on through the entire week that it 
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would be more effective and remembered longer 
than to have a big splurge for one day. They en- 
deavored, therefore, to keep the hospitals before 
the public in a constructive way for an entire 
week. The various department stores dedicated 
certain windows to the hospitals. They have had 
much favorable comment concerning Hospital 
Week by the public and feel that they have been 
successful in inaugurating Hospital Week in 
Texas. 

National Hospital Day this year will bring its 
benefits, in proportion to the work and interests 
our hospitals put into its observance. Start early 
in preparation, and make this Day the best of all 
days in the year for our friends and guests. 





Depreciation as an Operating Cost 


ALBERT H. SCHEIDT, Indianapolis, Indiana 


HETHER depreciation is recognized as a 
We of operation or not, the amount 

which should have been set aside for de- 
preciation has already been spent. Each day 
there is a visible outgo of value from all forms of 
equipment. During the passage of time, depre- 
ciation arises due to the physical wear and tear 
from operations, and from deterioration. 


Bringing the problem more closely home, the 
tires on an automobile depreciate. The deprecia- 
tion may come through wear and tear in driving 
or it may be primarily traceable to the fact that 
the car is parked in the garage, weeks on end. As 
to the often advanced theory that repairs keep 
the equipment as good as new, there have been 
many statements made and proven which show 
that all equipment is definitely headed for the 
junk pile, and that its movement can be delayed 
but never stopped by repairs. Additional proof 
may be had from personal experience with over- 
coats which will not last an additional winter, dis- 
carded uniforms, and many other personal items. 


Comparing Cost Reports of a Group of Hospitals 


Last winter an effort was made to set up the 
cost reports of the members of the Wyandotte 
Council of the Indiana Hospital Association on a 
comparable basis by function. That is to say— 
cost of nursing, operating rooms, dietary depart- 
ment, laundry, housekeeping, business office, and 
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the like, reduced to a per diem cost by type of 
service in which the particular department was 
engaged. Due to the wide discrepancies to be 
found in the costs of these departments, a second 
attempt was made to compare reports, this time 
by type of operating cost; namely, salaries, sup- 
plies, miscellaneous costs, and depreciation of 
equipment, fixtures, and apparatus. Such non- 
operating costs as interest, taxes, rentals, depre- 
ciation on buildings, and the like were omitted 
from consideration. 


The Influence of Replacement Expenditures 
on the Per Diem Cost 


Results obtained were amazing. One institution 
showing a per diem cost of over $6.00 per day for. 
the year had an actual experience of the following 
nature. Operating costs exclusive of depreciation 
were $3.02 per patient day. Actual expenditures 
for replacements of equipment were $3.21 per 
patient day. 


As contrasted with this institution, another re- 
ported a per diem cost of $3.14 per day. Operat- 


HOSPITALS 








ing costs exclusive of depreciation were $3.11 per 
patient day. Actual expenditures for replacements 
of equipment were $.03 per patient day. 


On the basis of these reports a personal visit 
was made to the two institutions with the follow- 
ing findings. The first institution ($6.23 per 
diem) had experienced a consistently low per diem 
cost for the previous nine years. Board members 
had been gratified at the fine (?) showing which 
had been made. The superintendent accepted an- 
other position and the next superintendent in- 
herited what for want of better language could 
be called a “glorious mess.” 


The second institution experienced a somewhat 
different history. In the previous three years the 
per diem cost had been rather high. During this 
time the superintendent had been acquiring new 
equipment from operating funds with the result 
that the overall cost on a per diem basis did not 
reflect the true picture during those years. In 
the year reported, (the rehabilitation program 
having been virtually completed in prior years), 
very little cash was actually spent in the purchase 
of new equipment and for that reason the cost of 
operation was gratifyingly low. 


As a next step toward comparison, equipment 
evaluations were obtained and the replacement 
cost was eliminated from the per diem computa- 
tion by substituting normal depreciation charges. 


The humorous element entering into the pic- 
ture was that in the case of the first institution, 
the 1936 adjusted cost of operation was the lowest 
of any for the last three years; while in the case 
of the second institution, after a similar adjust- 
ment, the 1936 cost of operation was the highest 
it had been for the last four years. 


Relatively few individuals, in the handling of 
their personal funds, go to the trouble to method- 
ically plan their expenditures for a car, for cloth- 
ing, or for refurnishing their home. When cash 
is easy there is a tendency to splurge, whereas 
when cash is low there is a tendency to pull the 
belt a little tighter and make the cash spread 
over the most needed items. 


Depreciation Charges Should Not Be Ignored 


The question arises whether, as guardians of 
what in practically every case represents a public 
trust, we have the right to adopt such flimsy 
methods of fund administration; or, stating it 
in a different way, whether we want to assume 
the responsibility of administering a public trust 
when limitations such as ignoring depreciation 
are placed upon us. 


The theory of repairs in lieu of depreciation has 
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already been exploded. A second theory fre- 
quently advanced is that provision for deprecia- 
tion is a poor business policy because it ties up 
so much money. This argument is based upon a 
misconception of the nature of the depreciation 
charge. In industry the provision for the expense 
of depreciation has nothing to do with cash funds, 
in that the depreciation reserves may be repre- 
sented by any form of working balance, whether 
it be in the form of cash, receivables, or inventory. 
In hospital accounting, designed primarily for 
cash audit purposes, the feeling seems to be that 
if reserves are set aside, a balance is being ac- 
cumulated for “shady” reasons—that it will be 
tempting to some individual who will engage in 
a spending orgy, etc. Aside from the rulings 
which any board might want to adopt to protect 
the use of such funds for specific purposes, it 
seems unreasonable to believe that a man should 
be trusted with current operating funds and at 
the same time be mistrusted in the use of spe- 
cifically “earmarked’ reserves. 


Does the Provision for Depreciation Make the 
Cost of Operation Too High? 


A third theory advanced is that provision for 
depreciation makes the cost of operation too high. 
In an effort to minimize cost during the particular 
few years that the head is in office, the whole in- 
stitution is laid open to the ravages of change and 
decay because of the selfish interest of one indi- 
vidual in showing a minimum operating cost. As 
has been pointed out, the individual who inherits 
this situation, must, at the risk of his own repu- 
tation, attempt to build up a unit out of current 
operating funds to the point of former efficiency 
and at the same time keep up the current duties 
and assignments of the hospital. Result? His 
costs are higher than costs have been for years, 
and the criticism of those who read only total 
figures is added to his inheritance. 


This discussion is not a panacea for adjusting 
the records to show depreciation. The work which 
the Council on Community Relations and Admin- 
istrative Practice has done in the preparation of 
“Hospital Accounting and Statistics” provides for 
a very simple and very definite treatment of ac- 
counting entries. 


However, until such a time as superintendents 
generally are willing to recognize depreciation as 
an element of operating cost, and can sell the idea 
to their boards, further comparison of per diem 
charges is not only foolish, but dangerous as well, 
unless sufficient detail is provided to discover er- 
rors in omission of true costs. 
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Minimum Requirements for Licensing Maternity Hospitals 


Sanitary Code of Connecticut 


There has been a very definite movement in 
many, perhaps the majority, of the states to es- 
tablish definite standards for licensing maternity 
hospitals. One of the best of these standards that 
has come to our attention, and which we feel will 
prove of interest to our readers, is the standard 
established by the Sanitary Code of Connecticut 
which is quoted in full: 


Regulation 200B. Each maternity hospital af- 
fected by Section 655d of the 1937 Supplement 
to the General Statutes must comply with the re- 
quirements set forth in these regulations before 
a license is issued. 


(a) Definition. For the purpose of this regu- 
lation, a maternity hospital or lying-in place is 
defined as a place into which women are received 
for professional care because of pregnancy. 


(b) Medical Service. There shall be a resi- 
dent physician or consulting physician for each 
maternity hospital who shall assume responsibil- 
ity for the general adequacy of medical and nurs- 
ing care rendered in the institution, and who shall 
be available for emergency in case of need, pro- 
vided a practitioner of a healing art entitled by 
law to practice obstetrics may conduct a mater- 
nity hospital with a resident or consulting prac- 
titioner of a healing art licensed to practice sur- 
gery. 


(c) Nursing Service. Each maternity hospi- 
tal shall have a registered nurse in attendance at 
all times, provided this requirement shall not ap- 
ply to a maternity hospital operated by a midwife 
or a physician and provided further that a nurse 
shall not attend other patients where infection 
may be present. 


(d) Cleanliness and Management. The build- 
ing, equipment, and surroundings shall be kept 
clean at all times and the management and opera- 
tion of the hospital shall be such as reasonably 
to ensure the health, comfort and safety of the 
patients. 


e) Building, Space, and Equipment Require- 
ments. The building, space, and equipment re- 
quirements for a maternity hospital shall be pro- 
vided for as follows: 


(1) Fire Protection. The buildings, equip- 
ment and precautions taken to provide for the 
safety of patients and employees in case of fire 
must be approved by the state commissioner of 
health. 
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(2) A Separate Unit. To ensure complete 
segregation of maternity patients and new-born 
infants from other types of patients, a maternity 
hospital operated as a part of a general hospital 
must be in a separate unit of the institution with 
separate sterilization equipment and supplies for 
the exclusive use of maternity patients and new- 
born infants. 


(3) Nursery. Each maternity hospital shall 
maintain a separate room for a nursery with a 
bassinet for each baby and one incubator for a 
premature infant, for every ten or less bassinets. 


(4) Delivery Room. Each maternity hospital 
shall have a separate delivery room which shall 
not be used for any patient with an infection. 


(5) Space Between Beds. There shall be a 
space of at least three feet between beds. 


(6) Isolation Facilities. A separate room 
must be available for the isolation of patients 
who develop evidence of infection. Any indica- 
tion of infection must be reported immediately 
to the physician who has assumed responsibility 
for adequacy of care in the institution. Any pa- 
tient with a temperature of 100.4 °F. or more for 
a period longer than twenty-four hours must be 
isolated from other maternity patients. Any in- 
fant showing evidence of infection of any kind 
must be removed from the nursery and placed in 
a separate room. Isolation technique must be ob- 
served for all such cases. 


(7) Temperature. The heating equipment 
shall be such as will maintain a temperature of 
not less than 70° F. No oil or gas heater shall 
be used in a room unless it is directly connected 
with a flue which opens to the outside air. 


(8) Laboratory. There shall be laboratory 
equipment and reagents necessary to test urine 
for albumin, sugar, and acetone bodies. 


(9) Other Equipment. Each maternity hos- 
pital shall have adequate equipment for resuscita- 
tion of infants. 


(f) Records. A complete record of each case 
shall be kept which shall include items of infor- 
mation as may be required by the state depart- 
ment of health and shall include all items neces- 
sary to fill out a death certificate for the mother 
and all items necessary to fill out a birth certifi- 
cate and a death certificate for the baby, together 
with steps taken in handling the case. 
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(g) Required Procedure. The following pro- 
cedures shall be carried out for each case admit- 
ted to a maternity hospital: 


(1) Each patient shall be attended by a prac- 
titioner of the healing art licensed to practice 
obstetrics, or by a midwife. 


(2) A specimen of blood shall be taken from 
each patient for the Wassermann or Kahn or 
similar test, and submitted to a laboratory ap- 
proved by the state department of health, unless 
the attending physician writes and signs a note 
in the record that such test is not necessary. 


(3) Before removal from the delivery room 
each new-born infant shall be marked for identi- 
fication with a mark which shall not be removed 
while the child is in the hospital. 


(4) All drugs, disinfecting solution, and other 
preparations kept in the institution shall be dis- 
tinctly and correctly labeled and kept readily 
available in a place approve”? by the state depart- 
ment of health. 


(5) Section 937c of the 1935 Cumulative Sup- 
plement to the General Statutes reads as follows: 
“Any inflammation, swelling or unusual redness 
in the eyes of any infant, either apart from or 
with any unnatural discharge from the eyes of 
such infant, occurring at any time within two 
weeks after the birth of such infant, shall, for the 


purposes of this section, be designated as ‘inflam- 
mation of the eyes of the newborn.’ The profes- 
sional attendant or other person caring for a new- 
born infant shall report any such inflammation 
of the eyes of the newborn to the local health offi- 
cer within six hours after such condition shall be 
observed. * * * * The person in attendance 
at the birth of any infant shall instill into the eyes 
of such infant, immediately after birth, one or 
two drops of prophylactic solution approved by 
the state department of health. The state depart- 
ment of health shall furnish in a convenient form 
for such use a prophylactic solution for gratui- 
tous distribution to persons licensed to practice 
the healing arts or midwifery. Any person who 
shall violate any provision of this section shall be 
fined not less than ten dollars or more than fifty 
dollars.” 


(h) Duration of License. 
terminate on June 30 following its issuance. 
license may be revoked at any time for cause. 


Each license shall 
A 


I hereby certify that this is a true copy of 
Regulation 200B of the Connecticut Sanitary 
Code, adopted by the Public Health Council on 
November 18, 1937, to become effective as De- 
cember 15, 1937. 


STANLEY H. OSBORN, 
Commissioner of Health. 





If the only deep satisfaction in life is the serv- 
ice we can render to our fellowmen, is it too much 


to ask that we remove by the help of the Almighty 


that which is unworthy in our own personal lives, 
so that we can clear the decks for action? 


I believe the Bible says: ‘As a man thinketh, 
so is he.” Emerson stated: “We are what we 
pay attention to.” And I want to leave with you 
something which should be emblazoned over the 
doorway of every hospital. It was given to us 
by Saint Beauve: ‘The three attributes of a 
Christian are: One, utmost confidence in God; 
two, severity to one’s self; three, tenderness to 
others.” 

Allan Benner, M.D. 


—_—<_—_——_ 


It is easy to see that the hospital becomes an 
indispensable social agency to the community in 
which it is located. Through sympathetic, tact- 
ful, and efficient personnel a spirit of confidence 
radiates forth to the darkest corners of sickness 
and despair. The hospital is a foundation of 
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knowledge in matters of public health and should 
be the first haven of refuge upon the advent of 
serious illness or injury. As hospital executives 
the future of medicine lies partly in your hands 
for it is within your power to institute a program 
of constructive education which will reach the 
man in the streets. 
John C. Wilson, M.D. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 

Single copies may be secured for 30 cents 
a copy. 
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Use of Compressed Air for Resuscitation 


H. LIVINGSTONE, M.D., and R. ENGEL, M.D., Chicago 


gest the clinical application of compressed air 
for artificial respiration in certain indicated 
instances. 


Te following case report is presented to sug- 


We have found compressed air resuscitation ap- 
plicable in a patient presenting paralysis of the 
chest muscles of respiration following acute 
poliomyelitis. Upon admission the patient had 
already spent nearly 15 months in a cabinet 
respirator. He presented involvement of the mus- 
cles of all extremities, back, abdomen, and chest. 
There was slight intercostal and abdominal func- 
tion present. There was a vital capacity of 300 cc. 
plus, but this decreased in three or four minutes 
to less than 200 cc. and he became obviously fa- 
tigued without cyanosis. The muscles were able 
for only a two to three minute period to carry on 
reasonably adequate respiratory exchange. A 
cabinet respirator was adequate for the major pe- 
riod of the disability, but when it became neces- 
sary to stop the respirator motor for adjustment 
or repair of the apparatus, or when the patient 
was removed from the cabinet for even short 
periods of time, the use of a portable resuscita- 
tion device was necessary. 


Portable Resuscitator 


During the subsequent four months after ad- 
mission it was necessary to resort to a portable 
resuscitator on eight occasions. A well known 
portable automatically controlled resuscitation 
apparatus using safe positive and negative pres- 
sures was employed. Oxygen was used on the 





Portable Resuscitator 
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first occasion and although the mechanical respir- 
ation was very adequate, the patient became 
slightly “light-headed” after a time, and the ad- 
visability of so much oxygenation was considered 
questionable. 


Compressed air was suggested as a substitute 
for oxygen. It was not obtainable in cylinders. At 
our suggestion a gas company filled D-:ize cyl- 
inders with air at a pressure of 1800 lb. per sq. 
inch. This size of cylinder is the most conveni- 
ent for use in a portable apparatus. Two such 
cylinders fit in the machine, making it possible 
to replace the first empty cylinder with a full 
cylinder at any time, while the administration 
continues uninterrupted from the contents of the 
second or reserve cylinder. 


The most satisfactory pressure and rate of ad- 
ministration was quickly obtained with the pa- 
tient’s cooperation at the beginning of the proce- 
dure and no further manipulation of the machine 
was necessary. Since consciousness was present, 
the patient found that if the anesthetist lifted the 
face mask during the expiratory phase of the 
automatic respiration he was able to converse 
when he so desired. This entailed close observa- 
tion of the phases of respiration and good approxi- 
mation of the mask during respiration, so as to 
adequately inflate and deflate the lungs. The pa- 
tient was perfectly comfortable throughout the 
procedure and the aeration was apparently very 
adequate. 


On seven occasions compressed air was admin- 
istered by the above method and without the 
least distress to the patient for from 4 to 25 min- 
ute periods. This was necessary during the chang- 
ing or adjusting of the rubber bellows on the cabi- 
net respirator and during the removal of the 
patient from the cabinet for fluoroscopic and 
other medical examinations. 


Compressed Air in Small Cylinders 
for Hospital Use 


The satisfactory results obtained in this case 
with the use of compressed air for artificial respir- 
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ation in conscious patients not requiring a higher 
percentage of oxygen than that normally present 
in air, suggests that it might be advantageous to 
have compressed air on the gas market in small 
cylinders, and immediately available for hospital 
use. Since there is the possibility of failure of a 
motor or the electrical current, tearing of a rub- 
ber diaphragm or other such conceivable sudden 
emergency during the use of a cabinet respirator, 
an efficient compact portable automatic resuscita- 
tor immediately available on the floor or in the 
room depending upon the amount of involvement 


of the muscles of respiration, seems indicated for 
patients with extensive respiratory paralysis. 
Since the use of compressed air from a hospital 
pipeline has been recently employed under low 
pressure in a few hospitals with the cyclopropane- 
oxygen anesthetic mixtures, it is suggested that 
compressed air in small cylinders might also be 
used for this purpose on the portable gas anes- 
thetic apparatus if it were on the market. This 
form of compressed air would perhaps be particu- 
larly valuable to those institutions with operating 
rooms not already provided with piped air. 





—tii— 
ie all 


Coffee 


Coffee, according to Federal Specification 
HHH-C-571, shall be such of the following types 
as may be specified in the invitation for bids: 


Type I—Green 
Type II—Roasted 
Subtype (1) Whole bean 
(2) Ground 
(2a) Medium quality 
(2b) High quality 


Grades 


Grade A shall be equal to, or better than, Santos 
No. 4, New York Coffee and Sugar Exchange 
Standard, as in effect on date of invitation for 
bids. 


Grade B, Rio or similar quality coffee, to be not 
lower than Rio Grade No. 4, New York Coffee 
and Sugar Exchange, as in effect on date of in- 
vitation for bids. 


Material and workmanship shall be in accord- 
ance with best commercial practice. 


Grade A 


Type I, Green Coffee, shall be sound coffee 
beans, generally regular, fair to good roasters, and 
free from Rio or other objectionable flavors. Shall 
be such as to produce good soft cup quality, in- 
cluding body and flavor. Each delivery of coffee 
shall be limited to a single chop,* but if the con- 
tractor proposes to furnish from more than a one 
chop, the number of chops he proposes to fur- 
nish shall be indicated in the proposal and in such 
latter instances, the bidder shall, when bid sam- 
ples are called for, submit a sample from each 
chop he proposes to furnish. 


Type II, Roasted Coffee, shall be produced from 





_ *A “chop” is a lot as assembled by the broker in the produc- 
ing area for shipment to the importer. 
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a green coffee meeting all the requirements above 
prescribed for Type I, and shall have been thor- 
oughly cleaned and stoned before roasting., Shall 
be roasted in accordance with the best commer- 
cial practice and without the addition of water 
except in sufficient quantity to prevent burning. 


Type II, Subtype 1, roasted whole bean. Each 
delivery of roasted coffee, whole bean, should be 
limited to a single chop, but if the contractor 
proposes to furnish from more than one chop, the 
number of chops he proposes to furnish should be 
indicated in the proposal, and in such latter in- 
stances the bidder shall, when bid samples are 
called for, submit a sample of each chop he pro- 
poses to furnish. 


Type II, Subtype 2, roasted, ground, medium 
quality, shall be produced from coffee meeting all 
the requirements of Type II. Unless otherwise 
specified in the invitation for bids, shall be finely 
ground. 


Type II, Subtype 2a, roasted, ground, high 
quality, shall be of medium roast, straight or 
blend, of high quality, rich full body, medium to 
sharp acidity, excellent flavor and aroma, and 
thoroughly cleaned and roasted. Shall be free 
from sour beans, and musty, earthy Rio, or other 
objectionable flavors. Unless otherwise indicated 
in the invitations for bids, shall be finely ground. 


Grade B 
Type I, shall be sound, clean beans of medium 
size. 
Method of Inspection and Test 


Chemical analysis, if required by the purchaser 
in the examination or testing of samples or de- 
liveries under this specification, shall be made in 
accordance with methods of the Association of 
Official Agricultural Chemists in effect on date of 
invitation for bids. 


101 





pitals, or where the hospital was a party 


Nis upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Liability of Charitable Institution for Operation 
of Non-Charitable Project 


Rhodes et al. v. Millsaps College, 176 So. 253. 


The plaintiff’s minor son was killed in an ele- 
vator accident upon defendant’s premises, and 
this suit was begun to recover damages for his 
death. The trial court dismissed the plaintiff’s 
declaration and this appeal is taken from the 
order of dismissal. Defendant was a charitable 
institution operating an office building, a part of 
its holdings, in the city of Jackson, Mississippi. 
It was contended on behalf of defendant that it 
could not be held liable because of its incorpora- 
tion as a charitable institution. 


In passing upon the question raised by the ap- 
peal, a new one in Mississippi, the court said: 
“This court has not heretofore passed upon the 
question as to whether or not a charitable insti- 
tution which conducts a business separate and 
apart from its charity, said business being a com- 
mercial venture, is liable for torts of agents in the 
operation of said separate business where the 
funds derived from this business are applied to 
the charitable purposes of the institution. We 
have decided that as to the operation of its char- 
ity, as such, there is no liability, where it has ex- 
ercised care and caution in the selection of its 
servants, for an injury.” Continuing, the court 
said: “Our court has never been committed to 
the doctrine that a charitable institution has full 
immunity from suit, and that trust funds may 
not be diverted from that use. In these cases it 
is recognized there is liability where there is neg- 
ligence in selecting its agents. While we have no 
case directly in point to the effect that where a 
charitable institution engages in a commercial 
venture, apart from the charity, it is subject to 
liability as other persons or corporations for in- 
juries, yet in other cases from this court we think 
the reasoning is analogous, and that the principles 
of liability there should be announced in the case 
at ber... . 


“We are thoroughly of the opinion that where 
a charitable institution, or corporation, goes into 
an independent business apart from its charity 
not to be operated for any of its charitable pur- 
poses, but to be operated solely for profit, or to 
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Legal Decisions of Interest to Hospitals 







@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








secure funds for its charitable purposes, it is lia- 
ble for injuries as other corporations.” 


While the case noticed deals with an endowed 
college, still the reasoning and the principle of 
law announced applies with equal force to any 
charitable institution. 


New Jersey 


Liability of Charitable Hospital of Injury 
to Patient 


D’ Amato v. Orange Memorial Hospital, 101 
N.J.L. 61, 127 Ail. 340. 


This was an action to recover damages for per- 
sonal injuries, brought by husband and wife. A 
judgment for the defendant was affirmed upon 
this appeal. 


Mrs. D’ Amato was a pay patient, and while a 
nurse was attempting to remove her from a wheel 
chair, the patient fell and broke her left knee cap. 
The case was tried to a jury, but defendant raised 
the defense of its being a charitable corporation 
by way of a motion for a directed verdict. The 
motion was granted. 


While the patient was a pay patient, it was 
shown on behalf of the hospital that the pay re- 
ceived was disproportionate to the expense of 
caring for the patient. Upon this question of 
charity the court said: “The defendant, having 
been organized under an act providing for the 
incorporation of charitable institutions, is pre- 
sumed to be a charitable institution unless the 
contrary appears, and in this case there is no 
such showing.” The court passed on to the ques- 
tion of public policy, and resolved it in favor of 
defendant in this language: “In our opinion, pub- 
lic policy requires that a charitable institution, 
maintaining a hospital be held not liable for in- 
juries resulting to patients through the negli- 
gence or carelessness of its physicians and nurses, 
even if the injured person were a pay patient; 
payment for board, medical services, and nursing 
in such case going to the general fund to maintain 
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the charity . . ., we are not required in this de- 
cision to go so far as to hold that a charitable 
corporation maintaining a hospital might not be 
liable to a patient, if carelessness were shown in 
the selection of the agent responsible for the in- 
jury, as that question is not raised in this case.” 


Liability of Charitable Hospital for Injury 
to Visitor 


Boeckel v. Orange Memorial Hospital, 108 
N.J.L. 458, 158 Atl. 832. 


This suit, like the preceding one, was begun 
by husband and wife to recover damages for per- 
sonal injuries to the wife. Upon the trial the hus- 
band and the wife obtained verdicts of $6,000 and 
$1,500 respectively. Defendant moved for a rule 
to show cause why the verdict should not be set 
aside and a new trial ordered. Upon this appeal 
the court ordered that defendant’s rule be made 
absolute. 


It was shown that the wife had gone to de- 
fendant hospital to visit her daughter and that 
while she was leaving the hospital she slipped 
upon some stairs, receiving the injuries for which 
this suit was brought. Plaintiffs alleged that the 
fall was caused by a wet spot on the stairs. Neg- 
ligence was predicated upon the failure of the 
supervising nurse to discover the condition of the 
floor and to take steps to remedy it. The court 
was of the opinion that the defendant had exer- 
cised ordinary care to make its premises reason- 
ably safe for use. 


Now, defendant had moved the trial court to 
direct a verdict in its favor upon the ground that 
it was a charitable institution. Refusal of the 
lower court to direct a verdict was held to have 
been error; for in the D’ Amato Case, no recovery 
was allowed to a pay patient. But here is the 
case of a person who is apparently a stranger to 
the charity. Of this problem the court said: “Ap- 
plying that principle to a pertinent hypothesis in 
the instant case, if the patient, Mrs. Grimes, 
daughter of the plaintiff, had been injured as she 
was leaving the hospital, from the same cause and 
in the same manner as the plaintiff was injured, 
the patient, even if a pay patient, could not have 
recovered; this, because it is not sound public 
policy that an institution, charitably organized 
and maintained, shall be held responsible to its 
patients for the negligence of its nurses; and this, 
too, notwithstanding the institution was main- 
tained. precisely for the reception and care of 
cases of which the patient was one. But the 
plaintiff, so it is argued, may recover because she 
was not a patient. . . Plaintiff entered the 
premises voluntarily and for her own purposes 
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. —she was a recipient of the same benevo- 
lence, a beneficiary of the same charitable foun- 
dation, as was the patient . . accepting the 
principle, as applied to a charitable institution 
maintaining a hospital, that public policy denies 
recovery to a patient injured through the negli- 
gence of a nurse, we consider that the logic of the 
rule holds the same negation against those who, 
in visiting a patient, are injured from like cause. 
The liability of the defendant hospital was not 
shown as a matter of law and the direction of a 
verdict in favor of the defendant should have been 
granted.” 


How the court reached the conclusion that the 
plaintiff wife was a beneficiary of the charity 
does not appear, and, to that extent, the reasoning 
of the court is weak. Nevertheless, it is law in the 
State of New Jersey. 


Liability of Charitable Hospital for Negligence 
of Ambulance Driver 


Daniels et al v. Rahway Hospital, 160 Atl. 644. 


The plaintiff sued to recover damages for per- 
sonal injuries suffered by him in a collision with 
defendant’s ambulance. Defendant raised the 
defense that it was a charitable institution. 
Plaintiff made a motion to strike this defense 
from the defendant’s answer, which motion was 
granted, and the trial court, by granting the 
motion, held, in effect, that such a defense was 
insufficient in law to make answer to plaintiff’s 
complaint. Thus, the question is whether plain- 
tiff, an absolute stranger to defendant charity, 
may maintain an action against it for the negli- 
gence of one of its servants. The answer of the 
court was couched in this language: “It is quite 
within reason to declare that public policy for- 
bids a charitable institution being held constantly 
to the danger of damages for untoward results 
in some of the continuous ministrations to the 
direct beneficiaries of its charitable contributions, 
but such a rule is not invoked with equal justice, 
nor indeed by virtue of any public requirement, 
in the case of tortious injuries to those outside of 
its benefits, neither seeking nor receiving the 
same . . ., but no one, no matter how elevated 
his motive, or how humane his purpose, should 
be permitted to set up and operate the machinery 
of his charitable organization with impunity to 
injure by negligence those unconcerned in and 
unrelated to that which the donor brought into 
being or supports in operation.” Here, recovery 
would be allowed to the man injured on the street, 
but if he be a stranger, and is injured upon the 
premises of the charitable hospital, no recovery 
can be had. It is submitted that the cases can- 
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not be reconciled upon any logical basis. How- 
ever, again, such is the law of this state. 


Liability of Charity to Stranger 


Simmons et al v. Wiley Methodist Episcopal 
Church et al, 112 N.J.L. 129, 170 Atl. 237. 


The defendant, a charitable institution, ap- 
pealed from a judgment in favor of plaintiffs in a 
suit seeking the recovery of damages for personal 
injuries sustained in a collision between plain- 
tiff’s automobile and a truck which was being 
operated by one of defendant’s employees. 


Defendant’s principal ground of appeal was 
based upon the fact of its incorporation as a 
charitable institution, it being urged that such a 
corporation is not liable for the negligent acts 
of its servants or employees. It is to be noted that 
the plaintiffs were absolute strangers to the de- 
fendant, i.e., they sustained no beneficial relation 
to the defendant. 


In affirming the judgment of the trial court 
holding the defendant liable, the Court of Errors 
and Appeals of New Jersey said: “Now it is 
quite within reason to declare that public policy 
forbids a charitable institution being held con- 
3’ antly ‘to the danger of damages for untoward 
results in some of the continuous ministrations to 
the direct beneficiaries of its charitable contribu- 
tions; but such a rule is not invoked with equal 
justice, nor indeed by virtue of any public re- 
quirement, in the case of tortious injuries to those 
outside of-its benefits, neither seeking nor receiv- 
ing the same. It may well be sound public policy 
to avoid a diversion of trust funds from the direct 
object of their charitable donor by forbidding 
their application to damages for the negligence 


of the charity’s servants where the injured party 
participates in the charity’s bounty, but no char- 
itable organization, no matter how lofty in char- 
acter the motive or purpose, should be permitted 
with impunity to set up and operate machinery 
and thereby injure by negligence those uncon- 
cerned in and unrelated to that which the donor 
brought into being or supports in operation. To 
hold otherwise would be to acquiesce in the care- 
less selection of servants, and in the carelessness 
of those selected, in the operation of automobile 
trucks on the public highway to the injury of 
entire strangers to the charity, a peepee re- 
pugnant to one’s sense of justice.” 


Liability of Charitable Hospital to Visitor 


Kolb v. Monmouth Memorial Hospital, 116 
N.J.L. 118, 180 Aél. 822. 


The plaintiff recovered a judgment against de- 
fendant charitable hospital for $9,750 for injuries 
sustained by him when he fell on defendant’s 
premises. This judgment was affirmed. 


Plaintiff was a member of a volunteer fire de- 

partment, which had an emergency ambulance. 
He had taken a patient to the hospital, and while 
getting a stretcher from the hospital, he fell, re- 
ceiving the injuries for which he brought this 
suit. Being a stranger to the charity, plaintiff’s 
recovery was affirmed by this language of the 
court: “Plaintiff was not related to the patient; 
he had nothing to do with the arrangements for 
the patient’s admission to the hospital; 
There is not even a suggestion that plaintiff re- 
ceived any compensation, from either the patient 
or the hospital or his organization for his ser- 
vices.” 





Thirty-Fourth Annual Congress on Medical 
Education and Licensure 


The Thirty-Fourth Congress on Medical Edu- 
cation and Licensure will be held at the Palmer 
House, Chicago, on February 14 and 15. Promi- 
nent hospital people will participate in the pro- 
gram. 


Frederic A. Washburn, M.D., Director, Cam- 
bridge Hospital, Cambridge, Massachu- 
setts, will preside at the session on Monday 
afternoon. 


Arthur C. Bachmeyer, M.D., Associate Dean, 
The School of Medicine of the Division of 
Biological Sciences, University of Chicago, 
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will address the Congress on “The Role of 
the Hospital in Advanced Professional 
Training.” 


Winford H. Smith, M.D., Director, Johns 
Hopkins Hospital, Baltimore, will address 
the Congress on “The Hospital Internship 
as a Requirement for State Registration.” 


Lester J. Evans, M.D., Medical Associate, 
The Commonwealth Fund, New York City, 
will present a topic which is of particular 
interest to hospital people, “The Rural 
Hospital: An Educational Center.” 


The report of the Council on Medical Education 
and Hospitals will be presented at the Monday 
morning session by Ray Lyman Wilbur, M.D., 
Stanford University, California. 
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Cleaning Agents—What and How to Buy 


NEAL R. JOHNSON, Baltimore, Maryland 


agents maintain laboratories for analytical 

tests of all materials used by them and for 
development of new formulas for the production 
of better products. This keeps them informed 
and abreast of the times, and furnishes the sales- 
men with material for sales talks. We, as pur- 
chasing agents, are in a poor position to verify 
their arguments or recognize the truth of their 
statements. 


FQ scents mai manufacturers of cleaning 


In regard to the purchase of soaps, should you 
desire to purchase your requirements on specifica- 
tions, there are essential characteristics which a 
soap should possess if it is to afford adequate use 
—and price-value. Determination of these char- 
acteristics requires chemical analysis. Salesmen’s 
statements should be verified for this informa- 
tion but, if you request competitive prices from 
reputable manufacturers, using these specifica- 
tions, you should receive a satisfactory product at 
the proper price. 


Under the heading “Toilet Soaps,” we have tal- 
low, vegetable oil, hard water, and castile soaps. 


Tallow 


For general toilet use, especially with warm 
water, tallow soaps are the most satisfactory. 
Such a soap should be composed of from 70 per 
cent to 80 per cent tallow and 30 per cent to 20 
per cent coconut oil in the original soap fat with 
no blender added. Free alkali should not exceed 
0.05 per cent. When milled, the moisture will be 
about 15 per cent; if unmilled, it will be 35 per 
cent. 


Vegetable Oil Soaps 


For use with cold or tepid water, or where tal- 
low soaps may produce an objectionable skin con- 
dition, vegetable oil soaps are preferable. They 
may be made from a standard neutral corn oil, 
olive oil, or cottonseed oil provided the final odor 
is not unpleasant and the free alkali is less than 
0.1 per cent. They should contain not over 35 per 
cent moisture and are usually referred to as low 
titer soaps in contradistinction to tallow soaps 
which are known as high titer soaps. These vege- 
table oil soaps are usually lightly perfumed and 
are higher priced than tallow soaps because less 
of them are used, and production costs are higher. 
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Hard Water Soaps 


Tallow and low titer soaps are not satisfactory 
for use with hard water because they form in- 
soluble soap curds. Hard water soaps are usually 
a straight coconut oil product which works only 
fairly well, affords less satisfactory cleaning ser- 
vice, and commands a fairly high price because 
of the small market. Hospitals having to deal 
with hard water should pre-treat the water with a 
softener, preferably zeolite (because easier to op- 
erate with than lime soda). 


Castile Soaps 


Castile soaps are not recommended because they 
now frequently contain more free alkali than 2 
suitable tallow or vegetable oil toilet soap. 


Surgical Soaps and Liquid Soaps 


Surgical soap should always be bought in jelly 
form, and on specification only. I recommend a 
clear, odorless amber jelly made from purest 
grade potash, refined corn oil, and a small quan- 
tity of finest quality cochin-type coconut oil, and 
containing no other ingredient. Anhydrous con- 
tent (actual soap) should be about 47 per cent 
when packed. It may run as high as 56 per cent 
when unpacked, due to evaporation in transit and 
storage. Free alkali runs from 0 per cent to not 
over one-half of 1 per cent. Free fatty acid is 
0 per cent. It is antiseptic in action, does not dry 
or redden the skin regardless of frequency of use. 


In comparing the price of this soap with other 
surgical soaps, particularly the so-called U. S. 
Pharmacopoeia surgical soaps, it should be borne 
in mind that the U. S. Pharmacopoeia specifica- 
tions call for linseed oil as the base and permit of 
a lower soap content, more free alkali, and adul- 
teration with soda ash. Therefore, the price of 
these soaps should be appreciably lower. In gen- 
eral, their anhydrous content will run about 36 
per cent or less. 


Liquid Toilet Soap 


An economical and satisfactory liquid toilet 
soap can be made from such a surgical “green 
soap” by use of the following formula: 
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Dissolve 27 lbs. of surgical “green soap” in 10 
gals. water—preferably distilled. (Add 1 to 2 oz. 
of oil of bergamot, or lavender, if desired.) 


If cloudiness appears on cooling, let it settle out 
and siphon off clear liquid or filter. 


This will produce an 11 per cent liquid soap of 
excellent quality at a cost of from 22 cents to 25 
cents a gallon. Liquid soaps of equivalent 
strength, bought in liquid form, usually cost from 
75 cents to $2.50 a gallon. If “tincture” of green 
soap is desired, add 3 quarts of alcohol to the 
liquid soap. 


Laundry Soaps—General 


High temperature water soaps for general laun- 
dering (for example cotton or linen white goods), 
. Should be commercially neutral tallow soaps and 
contain no excess caustics or unsaponified fat. 
They should have a titer of about 40.5 degrees 
Centigrade. Such soaps should contain not less 
than 88 per cent dry soap in the chip form or 92 
per cent in the powdered form, and have a free 
alkali content of less than 0.5 per cent. Soaps for 
general laundering purposes may be modified by 
the addition of small amounts of such soap fats as 
cottonseed or corn oil, but not coconut oil. Rosin 
should never be used. 


Low temperature or cold water washing soaps 
for use with woolens, silks, rayons, blankets, and 
colored goods where the dyes are not guaranteed, 
should be made from blended olive, cottonseed, or 
corn oil having a titer of about 20 degrees Centi- 
grade, and a free alkali content of less than 0.5 
per cent. They should contain 90 per cent dry 
soap in the chip form, and 92 per cent in the pow- 
dered form. 


Heavily soiled fabrics require the addition of 
detergents to the soap. The purchase of com- 
pletely built soaps of this nature (also called laun- 
dry powders) unduly increases laundering costs. 
Soap should be bought as soap, and builder as 
builder, and then mixed according to the formula 
of the soap supplier. 


Laundry Bars 


For use in hand rubbing small amounts of fab- 
rics, or general cleaning purposes. These soaps 
are low quality, low priced products consisting of 
a tallow base, and in most cases, some rosin, thus 
obtaining the characteristic yellow to brown color. 
Inorganic builders such as sodium silicate are 
often added to cheapen them—not necessarily 
with a corresponding reduction in efficiency. The 
free alkali content in laundry bars should not ex- 
ceed 0.5 per cent, nor should the amount of rosin 
exceed 25 per cent. 
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Borax and Naphtha 


Borax and naphtha soaps are not recommended 
because neither is a good soap blender, and it is 
questionable whether any appreciable amount of 
naphtha is ever present when the soap is actually 
used. 


Kitchenware 


For dish washing and glassware, straight tri- 
sodium phosphate is the most economical washing 
material and can be purchased at around 3 cents 
per pound. Trade-marked products and the many 
“dish washing”’ compounds are all much higher in 
price, though consisting mainly of trisodium phos- 
phate modified to a greater or lesser degree. 


Scouring Bars and Powders 


These products should consist of 88 per cent to 
94 per cent ground feldspar, about 2 per cent 
soap, not over 1 per cent alkaline salt (such as 
sodium carbonate), not over 0.1 per cent of free 
alkali (such as sodium hydroxide), and have not 
over 4 per cent moisture. The finished product 
should be ground to a fineness that would permit 
all of it to pass through a 100 mesh screen, and 95 
per cent to pass through a 200 mesh screen. 


Walls, Woodwork, and Floor Soaps 


Walls, woodwork, and painted floors may be 
safely treated with an entirely neutral soap made 
preferably from high grade corn oil and potash 
with no other ingredients. Such a medium will 
afford sufficient cutting power for the average 
grease and film with a minimum effect on painted 
surfaces. In addition, it will impart a slight gloss 
or finish without the danger of making the surface 
slippery. The great difficulty is that with the 
average type of help used on this work, the ten- 
dency is to use less “elbow grease” and some 
chemical which will adversely affect the surface 
being treated. Surfaces which require repainting 
or repairs at fairly frequent intervals plainly in- 
dicate that the type of cleanser being used is de- 
cidedly uneconomical, regardless of how well it 
may work, or how highly it may be approved by 
the people using it. 


Soap powders (not to be confused with pow- 
dered soap) usually consist of about 55 per cent 
sodium carbonate, 3 per cent soap, and the bal- 
ance water. The better products in this class con- 
sist of 40 per cent sodium carbonate, 15 per cent 
soap, and 45 per cent water. The recommended 
soap powders have about an 18 per cent content. 


Titer 


Technically, the titer of a soap is defined as the 
temperature in degrees Centigrade at which the 
separated fatty acids (not the soap) will solidify. 
It is a means of indicating the solubility of the 
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soap and the most effective temperatures for 
washing; for example, high titer soaps are best 
suited for high temperature washing because they | 
retain their body and sudsing properties at higher 
temperature; low titer soaps are more soluble 
than high titer, and therefore are more adaptable 
for low temperature washing. 


This soap report is issued because of the obvi- 
ous need of furnishing the member institutions 
with a yardstick by which to measure the value 
of the products which they are at present using 
or have offered to them. Many of the brands re- 
ported were reviewed by a soap chemist, and this 
information is available to any member inter- 
ested. 


Recent information has come to my attention 
regarding the progress of a large soap manu- 
facturer who has, as a result of increased activi- 
ties in the hospital field, realized the need for com- 
plete information and specific data concerning the 
proper selection and application of soap and soap 
products for the various hospital cleaning and 
cleansing operations. 


A survey, based on reports from one hundred 
members, disclosed the following: 


Number Brands Price Range 


Number Brands Price Range 


Type of Soap reported per pound 
Laundry Soaps—Bars. 25 3c to 16¢ 
Detergents .......... 9 3c to 914e 
Scouring Soaps .....: 20 2l4c to 17¢ 
Soap Powders ....... 80 2c to 13c 
Surgical Soaps—Jelly. 15 416c to 11l4e 
Liquid Soaps ........ 20 30c/gal. to $3.75/gal. 


Their experience has led to the best values and 
most generally useful types of soap products 
available today. It develops the fact that it is 
only necessary to have six types of cleaning mate- 
rials to take care of all the cleaning problems in 
a hospital. Inventories are thus kept to a mini- 
mum number of items. 


While this chart stresses the use of the prod- 
ucts of one manufacturer, the specifications of 
each recommended product is given, so that com- 
petitive prices may be secured for the various 
types of cleaners from other manufacturers. 


This chart also serves as a guide for the safe 
and economical application of those soaps for 
every cleaning job in all departments of the hos- 
pital. 


This particular service impresses me as being 
an especially valuable contribution, because of the 
general need for a better understanding of the 
selection and application of cleaning materials. 





Type of Soap reported. per pound 
Tolet GeNee 26. ei cews 39 6c to 44c 
Laundry Soaps—Chips 26 5c to 23c 

Hard Water Treatment 


Those hospitals which are not fortunate enough 
to have water softeners will welcome the aid of 
the newly developed laundry and dishwashing aid, 
sodium hexa meta phosphate. This chemical has 
the unusual property of reacting with calcium and 
magnesium ions in water in such a manner as to 
prevent the precipitation of any magnesium or 
calcium soap curd. It is this soap curd which 
depositing in the fibers of the linen gives to it a 
dirty gray color, a harsh feel, and a stale smell. 
In washing dishes and particularly glasses in hard 
water, this same curd deposits as a dingy, greasy 
film, difficult if not impossible to remove by any 
ordinary means. 


The meta phosphate in pure solution has some 
corrosive action on aluminum and the best re- 
sults in washing this metal were obtained by a 
mixture containing 40 per cent sodium hexa meta 
phosphate, 30 per cent trisodium phosphate, and 
30 per cent sodium meta silicate. 


For a general dishwashing purpose, the mix- 
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ture found most suitable contains 48 per cent 
sodium hexa meta phosphate, 18 per cent tri- 
sodium phosphate, 28 per cent sodium meta sili- 
ciate, and 6 per cent sodium hydroxide. 


Such a mixture is likewise of value in washing 
instruments and operating room utensils as it 
effectively prevents the film so often deposited on 
them during boiling in tap water. 


This new compound is marketed under various 
trade names, some of the brands approximating 
the proportions noted above and hence ready for 


use. 
—— 


The Central Council for Nursing Education 


The Central Council for’ Nursing Education 
will give its annual luncheon to lay boards of hos- 
pitals and Public Health nursing organizations in 
the Grand Ballroom of the Palmer House in Chi- 
cago on February 14. Mr. Robert E. Neff, presi- 
dent of the American Hospital Association, will 
speak on “Nursing Responsibility in the Com- 
munity.” 
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in the Hospital Laundry 


S. FRANK ROACH, Jersey City, New Jersey 





Biology, Massachusetts Institute of Tech- 

nology, says: “The scientifically managed 
and well equipped power laundry of the hospital 
field is an effective agency in the removal of or- 
ganisms of undersirable character from the cloth- 
ing and fabrics submitted to its ministrations, 
and it may be regarded as one of the chief fac- 
tors in the defense against infection and disease. 


D: SAMUEL C. PRESCOTT, Professor of 


“Laundrymen may be proud of the fact that 
their knowledge not only has a place as a great 
utility in the economic system, but that it also is 
a defender of the public health.” . 


It is very gratifying to one who has spent a 
lifetime in the hospital laundry field, to observe 
a statement such as Professor Prescott has issued, 
because of its contribution to establish a true 
value on the “how and why” of performing the 
hospital’s laundry service. 


Very little if any thought along this line of rea- 
soning has been advanced to bring out this impor- 
tant and precautionary requirement to safe-guard 
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all concerned. Unfortunately but truthfully, we 
have to admit that every individual who washes 
soiled linens used in the hospital field is not con- 
versant with this essential policy of elimination of 
these dangerous organisms. The experienced 
laundryman does know however, and so protects. 


Three Essential Agents Employed in Laundry 
Operation 


The question at issue, however is to bring out 
“how many hospital administrators know the 
method employed to so perform, and how much in- 
terest they have in laundry operation to furnish 
the agents required?” To illustrate the essential 
agents required a white washing formula is sub- 


mitted for further study. 


WHITE LINEN WASHING FORMULA 


Water Operation 


Formula Levelin Time Run 
Method Washer Minutes Water temp. 
1 Flush 6 in. 3 min. Cold 
2 Break 5 in. 10 min. 100° 
3 Suds 5 in. 10 min. 120° 
4 Suds 5 in. 12 min. 140° to 160° 
5 Rinse 10 in. 5 min. 160° to 180° 
6 Rinse 10 in. 5 min. 160° to 180° 
7 Rinse 10 in. 5 min. 160° 
8 Sourand 6in. After a 5 min. 120° 

Blue run a dd cold 

water to highest 


wheel capacity 
for comfortable 
handling by op- 
eration. 





Operating total 
55 min. 
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Supplies to Use 
None 


3lbs. Break Sud 
Compound 


Liquid Soap to raise 
good suds—Steady 
Liquid Soap — Good 
Suds 


None 

None 

None 

Where sour is used 
alone, and blue is 
added, or when sour 
and blue are added 
together, increase 
water level for per- 
formance. 


General Direction Remarks 
Done more to loosen up the 
catch soil in transit. 

Used to impregnate goods 
and to loosen up soil and 
common stains. 

Drain washer well. 

This operation of real value 
to cleanse load. 

Add 1 qt. of 1% bleach to 
100 lbs. last 5 minutes of 
run. Drain well. 


Where hardness of water 
is a determining factor, it 
is advisable to add 1 lb. of 
modified soda per 100 lbs. 
of load in addition to reg- 
ular liquid soap, this will 
reduce soap cost. 
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The first operation is set-up for the reason ad- 
vanced, merely to loosen up by impregnation to 
allow further requirements to be more easily ac- 
complished. 


The second stage, and the agents used in the 
manner prescribed is where the foundation of 
cleanliness begins, care should be exercised how- 
ever, to allow a full drainage when this time ele- 
ment expires, to prevent any carry-over of the 
soil loosened up. 


The third stage, is noticeable in the fact that 
we have increased the temperature of the solution, 
and with the agents specified, places the load in a 
position to actually perform what is hoped for, 
the elimination of the greater part of all soil con- 
tained, with another thought in drainage for sim- 
ilar reasoning as heretofore mentioned. 


The fourth stage is actually where we begin 
to kill organism, the reader will observe the rise 
in temperature of machine solution, plus the add- 
ing of 1 qt. of 1 per cent chlorine bleach liquid 
per 100 lbs. of load in washer. This method of 
procedure and the time involved, is the program 
for destroying germs, seldom if ever can it be 
found that common organisms survive this treat- 
ment plus the chlorine addition. 


The fifth, sixth, and seventh stages are the 
insurable program that proves the feature that 
Professor Prescott refers to as being so essential 
to remove the danger. 


The eighth and last stage is the finishing touch 
that provides a regularity in color retention white- 
ness. 


A word as to the souring process involved in 
this latter operation. 


When a load of soiled linens has beén processed 


as set forth, and a test was to be made to cover 
the Ph content remaining, it would be found that 
by the absence of a souring policy, the load would 
be on the alkaline side of such a test. 


In other words, there would be evidence present 
that the goods washed had a partial amount of 
the soaps and alkalis used remaining, in terms of 
laundrying, it would be “sub-neutral.” If on the 
other hand an excess of sour was used it would 
be “ab-neutral.” 


In Ph titration “neutral” is defined as follows, 
.07. And the nearest result to this decimal, let it 
be either way, is the acceptable conclusion to 
arrive at. 


To illustrate a little more from the technical 
standpoint: when a washed load is sub-neutral on 
the alkaline side, there is a possibility of having 
present a rancid odor of soap, particularly notice- 
able by inhalation where a sheet is tucked under 
your chin or you are resting on a pillow-case, a 
not very pleasant condition especially where a 
poor quality soap and alkali is used. 


On the other hand, if one was using an excess 
amount of souring agents, bringing about an “ab- 
normal” result, the flavor would change from a 
soap-grease odor to one resembling a very poor 
grade of vinegar, neither one being pleasant to 
endure for a normal period of time. Qualifying 
experience in this direction is assured when com- 
petency is present to so perform. 


The writer hopes this practical method of pro- 
cedure in conjunction with the eminent authority 
quoted, will in a small measure awaken the pro- 
gressive hospital executive to the fact, that qual- 
ity in his laundry unit direction will provide an 
elimination of the hazards so ably brought out by 
Professor Prescott. 


I — 





The Voluntary Hospitals of New York City 


“Our system of voluntary hospitals, viewed in 
the aggregate and financially speaking, is virtually 
in liquidation. Many of our plants are fast wear- 
ing out, becoming obsolete; a third of our build- 
ing investment, a half of our bed capacity, is in 
buildings over twenty years old. We have made 
no financial provision through depreciation re- 
serves for the eventual replacement of old build- 
ings but have relied on the hope, once justified by 
experience but now no longer a certainty, that the 
amounts necessary for new plants would be given 
us when required by a generous public. Our 
operating surpluses and spendable funds are de- 
pleted so that now we have little more than half 
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the total of eighty million dollars available at the 
close of 1930. Nearly a half of our separate units 
have either no operating surplus or an amount so 
small as to not provide a safe minimum of work- 
ing capital. By comparison with 1930, our rev- 
enues from paying patients are less than it seems 
reasonable we should expect them to be in view 
of our increased bed capacity. Increasingly we 
are dependent upon government payments for 
public charges. Our contribution support for 
current purposes has declined nearly a third since 
1930.” 
David McAlpin Pyle 
President, United Hospital Fund 
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The Hospital Hostess 


MRS. KARL J. FRONHEISER, Johnstown, Pennsylvania 


from the home to hotels, to night clubs, to 

trains, to airplanes, and after it has winged 
its way into all these places we are awakening to 
the fact that a hostess has a definite place in the 
hospital. 


Te position of hostess has taken its flight 


Most vocations in life call for particular train- 
ing. The hotel hostess may secure her training 
in schools established especially for that purpose. 
There she is taught to meet people well, and the 
ways and means of contributing to their comfort. 
The night club hostess must have talent and per- 
sonality; she, too, must be able to please the pub- 
lic. The train and airplane hostess must have a 
nurse’s training combined with personality and 
culture. 


Qualities the Hospital Hostess Should Possess 


The hospital hostess should possess certain 
characteristics, the first being a pleasing person- 
ality. This suggests the qualities of sincerity, 
courage, serenity, and competence; competence 
is perhaps not so high sounding a quality as the 
other three, but it is a very livable one, and is 
grace in action. She should have some training 
in the “higher things of life.’”’ The occasion often 
arises when her spiritual training is called into 
action for the comfort of both the patient and 
the patient’s family. The hospital hostess should 
have had the experience of motherhood, as mother- 
hood mellows every woman’s life and her view of 
life is broadened by the rearing of her children. 
She should be health personified, for health brings 
cheerfulness, cheerfulness gives confidence, and 
confidence allays fear. 


At present I am having the interesting experi- 
ence of being hospital hostess in Mendenhall Ma- 
ternity Hospital, located in Johnstown, Pennsyl- 
vania, a private hospital for maternity and surgi- 
cal cases pertaining to women. 


Life itself has been my training school for my 
vocation. As the daughter of a minister and the 
wife of a successful business man, my home en- 
vironment provided a rich spiritual background 
and many valuable social contacts and experi- 
ences. 


When my children were grown and my family 
cares fewer, I became active in civic work. Dur- 
ing the depression, I was a volunteer worker with 
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the Family Welfare and the Mothers Assistance; 
this training gave me an understanding of human 
nature that only personal contact can. The possi- 
bility of being some help to those in need of it en- 
couraged me to continue. I became interested in 
hospital work. 


I joined the Junior Auxiliary of the Conemaugh 
Valley Memorial Hospital, a hospital that had its 
origin after the Flood of 1889, the money being 
left in our city by the Red Cross to start our first 
hospital. Three years ago, I had the honor of 
being elected President of this Auxiliary. 


The Hostess and the Patient 


As President of the Auxiliary I was brought 
into close contact with the inner workings of the 
hospital. One night, I was sitting in the lobby of 
the hospital and I overheard a criticism by an 
outgoing patient. I realized at that moment that 
if there were some one in that hospital who could 
have talked over her complaints with her and ex- 
plained the ways of the hospital to her she would 
have left the hospital, an understanding and satis- 
fied patient. The nurses and doctors are too busy 
with their professional services to solve such 
problems. It was then that I conceived the idea 
of the value of a hospital hostess. I made it a 
point to discuss it with every doctor with whom 
I came in contact. 


While making a social call, I discussed the sub- 
ject at length with Dr. and Mrs. Mendenhall. The 
next day the doctor called me and said, “If the 
hostess idea is good for one hospital, it is good 
for our hospital. I will engage a hostess if you 
will take the position.” 


One of my first problems was—how to dress? 
What was I to wear? Being a lay person I could 
not wear the uniform of the nurse. I first bought 
a gray silk uniform with organdie collar and cuffs 
but after wearing it a few days I discarded it. 
I then wore simple black afternoon dresses that 
I wore at home with a change of collar and cuffs 
until I found what seemed to be best suited. I 
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finally decided to wear in the hospital simple 
dresses with high neck and deep white starched 
cuffs made of soft material in different light 
colors. The psychological effect which the dif- 
ferent colored dresses had upon the patients was 
very obvious. 


The Hostess Approach to the New Patient 


My first duty is to greet the incoming patients. 
I am always sorry if I am off duty when we re- 
ceive a new patient, but our nurses are trained 
for the correct approach. Patients should be met 
upon admission by a person, who can show these 
nervous, apprehensive people that they are among 
friends who are there to help them, to be their 
support through the strange ordeal they are about 
to face. If it is possible for the hostess to make 
the first contact with the incoming patient, it 
helps to eliminate the dread of hospitalization. She 
takes away any fear the patient may have of the 
hospital, the quiet corridors, and the odor of lysol 
and ether. To me, the very first duty of the 
hostess, is to make the patient feel there is a hu- 
man side to the hospital. Isn’t this last thought 
one of the real reasons why we celebrate “Hospi- 
tal Day”—to show the public that there is a 
human side to the hospital? 


Before I make my daily visit to a patient, I ask 
the supervisor the condition of the patient. If the 
patient is a maternity case, I ask the condition of 
the baby. Then I visit the nursery. I am then 
prepared for the contact with the patient. Her 
condition suggests my conversation, such as “Did 
you rest well last night? Was your luncheon en- 
joyable?” I suggest things to her to stimulate 
her interest in food. “Tell me, would you like a 
fruit tray for your “Hostess Tray” today, or 
would you like hot chocolate or tea?” The re- 
sponse from the patient suggests the contents of 
my tray. At three o’clock promptly I pass the 
“Hostess Tray,” serving all the patients and all 
the visitors. I use all colors of cups and saucers, 
colorful paper plates and napkins which are 
stamped with “Compliments of Mendenhall Ma- 
ternity.”” You would be surprised at the number 
of guests who ask if they may take their paper 
plate and napkin home. I am always pleased to 
have them do this, as it creates an interest of 
visitors and friends in the Hostess Hour. 


I would like to relate an incident that occurred 
in the hospital one Sunday, which I think will have 
a far-reaching effect. A husband and three chil- 
dren, ranging in age from 8 to 14 years, came 
to visit the wife and mother. I had just wheeled 
the tea wagon into the room when I was called to 
the telephone. I said to the girls, “How would 
you like to play hostess to your Mother today? 
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One of you may pour the chocolate, one pass the 
cup, and the other the wafers.” What a happy 
time they were having when I returned. I am 
positive that the home atmosphere created by the 
Hostess Tray imprinted something very vital in 
those youthful minds and that the strange fear 
that children normally have for a hospital was 
dispelled. Each day they looked forward to see- 
ing their mother and enjoying this hostess hour 
with her. 


Personal Services the Hostess Renders 
the Patient 


I see that every patient has a daily paper and 
I observe the type of literature she has on her 
table. If she hasn’t any, I read to her. I sent to 
the Board of Vital Statistics in Harrisburg, Pa., 
for their book entitled “A Work-a-Day Thought 
for a Work-a-Day World,” literature which any- 
one would understand. I cut clippings from the 
magazines and papers and give them to the pa- 
tients I know will enjoy them. If the patient 
needs a mental uplift, I write a personal note on a 
card and send it in on her dinner tray. As an 
example, the day before Thanksgiving, I found 
one of my patients very depressed. During my 
visit with her, I learned that her husband had lost 
his job here and was leaving for Detroit to accept 
another position. That night, before I went off 
duty, I wrote a Thanksgiving.card to that patient, 
pointing out her blessings, and had it sent up on 
the Thanksgiving breakfast tray. When I went 
on duty the next day she told me she had been cry- 
ing when the nurse brought her breakfast tray, 
but after she read my card, she dried her tears. 
This little gesture carried her mentally through 
the holiday. I always cut from the paper, the 
Stork News, and send it to each maternity patient 
on her dinner tray under the turned cup, which 
she finds when she pours her individual cup of tea 
or coffee. To every patient, I give a pamphlet 
entitled “A Message to Our Patients.” It tells 
them everything of interest in the hospital; and 
is very enlightening to the patient. I give a book- 
let on “Shall I Nurse My Baby?” to our young 
mothers. 


I plan to have my tea with a different patient 
each day, serving that patient last. A cup of tea 
helps to stimulate conversation and the patient 
often tells me the very things I want to know 
without my asking, particularly those things that 
she would hesitate to tell the nurses. By being 
very tactful, I am able to iron out many misunder- 
standings that naturally arise in any hospital. 
This demonstrates the value of the hostess as an 
intermediator between the patient and the nurse, 
and the doctor. If the patients ask me any ques- 
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tions that pertain to the medical side of the hos- 
pital I always refer them to the nurse or doctor. 
In this way I do not infringe on the nurses’ duties 
or disturb harmony. This is one factor in favor 
of the hostess not having a nurse’s training. 


Looking After the Comfort of the Family 
and Friends of the Patient 


During the time the maternity patient is being 
delivered or the surgical patient is having her 
operation, the relatives and friends are more or 
less concerned and nervous as to the outcome. 
I have found from experience that the time to 
serve the relative or friend is right after the pa- 
tient has been placed in her own bed. The anxious 
ones are then relaxing and thoroughly appreciate 
the hostess’ nice attention. 


When the patient is convalescing, while she is 
still hospital-minded, I give her a card and pencil, 
and ask her to write comments on our hospital 
and any constructive criticism for the benefit of 
the staff and the incoming patient. 


Attending the Discharged Patient 


I always make it a point to see each patient 





personally when she leaves the hospital. If she is 
a maternity patient, I give her a complimentary 


“plate from Mendenhall Hospital with a sample 


bottle of oil and a sample box of baby talcum; a 
baby chart which is a great help to young moth- 
ers; a lovely first birthday card for the baby, and 
a parting thought from the hostess. The outgoing 
patient always appreciates this parting courtesy. 


The Hostess as a Hospital Asset 


The question will undoubtedly arise in the mind 
of the reader, is not the hospital hostess an addi- 
tional expense to the hospital, many of which are 
already hard pressed to balance their budgets? 
May I quote our Director: “While the Mendenhall 
Maternity has only been operating with the as- 
sistance of a hostess for a short time, I feel that 
this new adventure has paid substantial divi- 
dends. These dividends have not come at the ex- 
pense of competing with other hospitals, but 
rather in the increase of the number of people 
who have become hospital-minded, or anxious to 
come to a hospital with such a pleasant atmos- 
phere. After all, is this not a greater dividend 
than mere dollars and cents? The added expense 
of the hostess tray and the salary of the hostess is 
nominal compared to the returns.” 
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Unnecessary Loss of Maternal and Infant Life 


Each year more than 14,000 women in the 
United States die from causes connected with 
childbirth, leaving at least 35,000 children mother- 
less; more than 75,000 infants are stillborn; and 
more than 69,000 infants die during the first 
month of life. 


An uncounted number of other women are in- 
jured in health and children are handicapped in 
growth and development as a result of conditions 
associated with maternity. 


There has been little reduction in the maternal 
mortality rate during the 22 years for which rec- 
ords are available. Though the death rate from 
toxemias of pregnancy shows a tendency to de- 
cline, there is no comparable reduction in the 
death rate from infection (sepsis) or hemorrhage 
in the country at large. 

Committees of physicians in many parts of the 
country, after careful evaluation of the causes of 
death of individual mothers, are reporting that 
from one-half to two-thirds of maternal deaths 
are preventable. 

The stillbirth rate has apparently remained 
unchanged. 

The conditions favorable to preserving the 
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lives and health of mothers and newborn infants 
include the following: 

Parents who are well informed and provided 
with proper food, rest, and living conditions. 

Cooperation of the father, who helps the mother 
to carry out good health measures during the 
child-bearing period. 

Adequate medical and nursing supervision and 
care during pregnancy, labor, and the postpartum 
and postnatal periods. 

Breast feeding followed by proper and suffi- 
cient food, and an environment free from infec- 
tion. 

Periodic examination and advice by a physi- 
cian trained in care and feeding of the infant. 

Hospital care for illnesses necessitating treat- 
ment not available in the home. 

Consultation services of a specialist as needed, 
including obstetrician, pediatrician, internist, 
dentist, and others in the various medical and 
surgical specialties. ; 

Good hospital care when indicated by medical 
need or inadequate home facilities. . 

Excerpts from the Report of the Findings Com- 
mittee of the Conference on Better Care for 
Mothers and Babies. 
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A Psychiatric Attendant's Creed 


W. W. FULLER, Rockville, Maryland 


the “unexpected” is always expected, my expe- 
rience and training have been the means of 
formulating the following creed: 


[ an institution for psychiatric patients where 


I believe that nervous and mental diseases are 
the most serious and tragic of all diseases, because 
so little can be done to cure them. 


I believe that it is hard for anyone to be placed 
under the supervision of a stranger. My patients 
did not choose my society and companionship. It 
is thrust upon them and I may be the kind of 
person who gets on a patient’s nerves, due to his 
sensitivity or my resemblance to someone who has 
hurt him. I am careful not to offend. 


I believe, when I step in the ward, that it is not 
“my” ward or the hospital’s ward, but the pa- 
tient’s home. It is better for me to consider my- 
self a sort of helpful guest instead of a guard. 
When a new patient arrives, I go to his door and 
try to get acquainted, being careful not to ask 
many questions. I introduce myself and tell him 
why I am here. I never rush right into a room. 
In the first place, I do not like strangers to barge 
into my room and Iam well. His room is his castle 
as far as Iam concerned. After telling him that 
Iam here to try and help him in any way he wants, 
I ask if he wants anything and then leave. If he 
wants the doctor and it is not possible to see the 
doctor right then, I do not tell him that. I tell him 
that I will try to get what he asks for and I leave 
word for the doctor who is better able to decide. 
It is presumptuous for me to assume that I know 
a routine which will apply to every new patient. 
Each mind is different. 


I believe that I, too, have minor personality diffi- 
culties that excepting for a divine providence 
might cause me to be similarly confined. 


I believe in being quiet. Many ill people are 
supersensitive to noise. To them, loud talking 
sounds like shouting. I believe in being sympa- 
thetic, for I have insight generally lacking in most 
people who feel no sympathy toward a mental 
case, but rather a “holier than thou” atttitude—or 
a joking one of the Napoleon variety. I believe in 
being gentle for a patient may have terrific fears 
which are real to him. Any undue show of force 
- or strength may cause him to fear that I will do 
him physical violence. It is my job to reassure 
him. 
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I believe it best to let the doctor tell me about 
a patient before we meet, rather than to listen to 
other attendants. 


I believe kindness means a lot in places like this. 
It is often something people have not received in 
an aggressive world and may be one reason they 
are in this fix. I must be patient even though it is 
difficult. A man may be irritable and say insult- 
ing things, but I know that often he is mad with 
the world at large. I would not be a good at- 
tendant if I took the personal things he says about 
me to heart. I must acquire self control and try 
to leave him rather than to answer, argue, or ac- 
cept his challenges. When I took this job I made 
a solemn promise to myself that I would never do 
physical violence to a patient or even lay hands 


~ upon him except at a doctor’s order to do so and 


in the presence of a doctor. If a patient causes 
me to fear him, I will leave him alone. There is 
no room in my makeup for pride in showing phys- 
ical superiority over a sick man. Above all, if my 
pride or feelings do get hurt, I must make myself 
forgive and forget. 


I believe I must not yield to temptation to profit 
from someone’s misfortune, even if occasion 
arises. I would prefer to report a good friend for 
taking advantage of a patient rather than join 
with him or close my eyes to such acts. It may 
increase my sense of importance to order a patient 
around, but I must remember that he, when well 
enough to take care of himself does not need me 
as arbiter of his conduct. 


I believe many patients who have been mentally 
ill lose a valuable asset, self-confidence. I consider 
it my job to help them in regaining theirs. Often, 
fate puts me in charge of men who were my supe- 
riors when they were well. It is good for me to 
remember this and not classify or judge a patient 
by present symptoms. I work toward the restora- 
tion of their former health for our mutual good. 
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An Observer Looks at Group Hospitalization 


HARVEY AGNEW, M.D., F.A.C.H.A., Toronto, Canada 


NE of the most amazing developments in 
O the hospital field of the past few years 

has been that of the plans whereby for 
a stipulated monthly or annual sum individuals, 
or groups of individuals, are assured of hospital 
care in case of illness without further charge. 
Undoubtedly these plans have been greatly as- 
sisted by the economic depression, which turned 
the attention of both the public and the hospitals 
to the necessity of some such form of finance for 
hospital care, but the major factor in this remark- 
able wave of public enthusiasm has been the 
focusing of attention by all classes of society 
upon social and economic changes and reforms, 
upon “social security” and upon possible solutions 
by means of insurance of different types. This is 
an “insurance age.” 


What is new? One really needs a ticker tape 
to keep up with things. One thinks of the speedster 
who shouted to his companion, “This is a nice 
town we’re coming to, wasn’t it?” The New York 
City Plan, hardly out of swaddling clothes, has, 
or had a week or so ago, some 475,000 members! 
The St. Paul plan is well over 100,000 and Roches- 
ter and Cleveland are not far behind. Popular 
interest has been aroused and public confidence 
created. While some of the older plans are fairly 
stationary in membership, the newer ones are 
maintaining a satisfactory curve of growth, state- 
wide plans have been launched, and for two years 
back there has been talk of a continent-wide plan. 
Of course a number have national and even for- 
eign coverage. 


Plans in Canada 


As far as I know, none of the 28 or 30 plans 
in Canada (with the possible exception of one) 
have been discontinued, and they are, on the 
whole, enjoying a steady though not spectacular 
growth. None of the plans have shown anything 
like the growth of the large plans in the United 
States, possibly because, with the exception of 
plans in Edmonton and Kingston, no city-wide 
plans have been in operation. The Edmonton 
plan now has over 5,500 members; Kingston has 
about 1,500. The town of Kamloops, B. C., has a 
plan which now covers some six thousand people. 
The plan at Listowel, reported to this meeting last 
year by Mr. Schinbein, is proving quite successful. 
A new plan has been started this year in Monc- 


Presented before the Ontario Hospital Association Convention, 
Toronto, October, 1937. 
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ton, New Brunswick, on a city-wide basis, and 
one will be launched shortly at Revelstoke, British 
Columbia. A rural plan, centered about a number 
of rural hospitals in the area north of Edmonton, 
has been started this fall. 


No definite action has been taken as yet in 
Montreal, Toronto, Winnipeg, Hamilton, St. John, 
and other cities considering city-wide plans. The 
plan in Toronto, which was nearing completion, 
has been held in abeyance pending the develop- 
ment of the Associated Medical Services, Inc., a 
medico-lay, non-profit organization endorsed by 
the medical profession and covering medical as 
well as hospital (in part) charges. This was 
launched this summer. The cost is $2.00 per month 
per individual, or $6.50 per month for a family of 
four. For this there will be coverage for general 
practitioner and specialist care and a sum of $3.50 
per diem paid towards the hospital expenses. 
Units have been started in Toronto, Simcoe, and 
Woodstock. While the cost is higher, the coverage 
is much more extensive. In Montreal the Medico- 
Chirurgical Society has been investigating group 
hospitalization for some months. 


In Lethbridge one contract under a plan of in- 
suring families at $12.00 per year was found very 
unsatisfactory and, in the past four years has cost 
one hospital over $5,600. A new Community Club 
contract with a $10.00 fee and a charge of $1.00 
per diem while hospitalized is now being urged. 
The hospitals, after an experience with conflicting 
plans, recommend a joint plan with free choice of 
hospital. New Glasgow, Nova Scotia, has a type 
known as a Householders’ Contract, whereby for 
one dollar a month for family coverage, or for 
seventy-five cents a month for single subscribers, 
the sum of two dollars is allowed for every day of 
hospitalization. 


Present Status of Plans 


It would appear that these plans, which Haven 
Emersen has described as the “facilitation of col- 
lective thrift,” are now firmly established. Some 
misgivings might be voiced concerning the re- 
newals after the first wave of enthusiasm has 
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passed off, but a number of the plans have been in 
operation sufficiently long (one Glace Bay plan 
dates back thirty-five years) to indicate that, if 
the plans continue beneficial, support will be main- 
tained. It is interesting to note that no non-profit, 
free-choice plan has ever been discontinued, or 
failed to meet its obligations to subscribers or 
hospitals.* 


Many of the plans are accumulating tidy sur- 
pluses and are now planning to either increase the 
benefits or reduce the premiums. With more ac- 
curate data available, the inclusion of dependents 
is being more widely developed and the added risk 
of enrolling individuals, as opposed to groups, is 
being better appraised. 


Attitude of National Organizations 


It is of considerable interest to note the official 
pronouncements of hospital and medical organ- 
izations respecting group hospitalization. The 
American Hospital Association in 1933 endorsed 
the principle and formulated a series of essential 
stipulations. In 1934 the American College of 
Surgeons approved the general principle also. The 
Catholic Hospital Association has been very 
cautious in its resolutions for some time, but this 
year agreed (No. 35) that it “now desires to en- 
courage its members to subscribe to such plans 
which really subserve a welfare program, have 
been originated or at least approved by the local 
medical society, are sound actuarially and finan- 
cially, leave to the patient the free choice of hos- 
pital and physician, and otherwise conform to 
acceptable standards in such organizations.” 


The Canadian Medical Association, which has 
had a special committee studying group hospitali- 
zation for some time, has approved group hos- 
pitalization as “fundamentally sound.” The 
American Medical Association has not officially 
endorsed nor disapproved of group hospitaliza- 
tion, although its general attitude has been op- 
posed. However, at the 1937 meeting a group of 
principles to safeguard all parties concerned was 
adopted. These are similar in principle to those 
of the American Hospital Association and would 
seem quite reasonable, although there would 
probably be considerable difference of opinion 
over one differing clause (No. 4) which states 
that, “The subscriber’s contract should exclude all 
medical services.” This requirement would ex- 
clude radiology and pathology, unless a technical 
service only be rendered—and this is highly un- 
desirable as the Cleveland experiment showed. 


The Committee on Hospital Service, A. H. A. 


One of the most desirable developments of re- 
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cent years has been the creation of the Committee 
on Hospital Service of the American Hospital 
Association, under the chairmanship of Basil C. 
McLean, M.D., and with C. Rufus Rorem, Ph.D., 
C.P.A., as full-time director. Subsidized by the 
Rosenwald Fund this Committee is making a care- 
ful analysis of the present trends, and is doing 
much to mould the newer plans. It is of particu- 
lar value as a tie-in between the hospitals as a 
whole and these various plans, a tie-in, the value 
of which may become more apparent in years to 
come, for there is a very potential danger of these 
movements running away with themselves and, 
unlikely as it would seem now, taking a dictatorial 
attitude to both the hospitals and the professions. 
For that reason I feel it very essential that the 
hospitals and the medical profession link in with 
those movements. 


Statistical Summaries 


Recent data compiled by this Committee is of 
value to those developing plans. The average hos- 
pitalization of subscribers is somewhat less than 
one hospital day per subscriber year. Employed 
people are hospitalized less than dependents under 
similar conditions. Payroll deduction subscribers 
are the best risks. About ten per cent of the aver- 
age membership is hospitalized annually. The 
average length of stay in the aggregate is approxi- 
mately nine days—shorter than for other hos- 
pitalized cases. One-third of the admissions are 
for a period of three days or less.* 


Likely Developments 


The future is not entirely clear. Undoubtedly 
there will be success for the immediate future. 
One would anticipate a greater inclusion of de- 
pendents and a gradual extension of benefits, as 
reserves prove adequate. One would anticipate 
also a general demand for inclusion of medical 
and nursing care. These demands are now being 
heard, not only from the subscribers but from the 
professions themselves. One can foresee a pos- 
sible amalgamation or merger of many local plans 
into one large organization. 


So far, so good; but other factors will enter. 
With greater benefits will come greater costs. It 
will become increasingly difficult for Mr. Average 
Man to bear the full cost of complete coverage for 
himself and family. Moreover, the plans do not 
really help many who need most help. The un- 
employed and the poorly paid are not considered 
in most plans. They need help as much as anyone. 
Also much is said at meetings about the “better 
risks”; this is but natural and is almost essential 





*Report of the Committee on Hospital Service, 1937, Ameri- 
can Hospital Association. 
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in a cooperative voluntary plan, but what about 
the poor risk, the man or family going from one 
illness to another? Something must be worked 
out for them, for the present plans are all trying 
to avoid them. 


Group hospitalization is admittedly only in- 
tended to alleviate one major expense in sickness 
to one major group of the population. The more 
comprehensive medical and hospital type of cover- 
age is more desirable provided the cost be not 
beyond the reach of the average bread-winner. I 
see a distinct possibility of the government being 
asked to subsidize these plans in various ways. 
We never seem to have any objection to having a 
portion of the cost converted from a visible to an 
invisible contribution. However, when this occurs 
the way is paved for varying degrees of state con- 





trol. It is not inconceivable that the present plans 
may ultimately lead to and may be supplanted by 
some form of generalized state sponsored or di- 
rected plan. 


In conclusion one would express the opinion 
that the better organized plans have proven their 
worth; moreover one would voice the hope that 
the voluntary nature of these plans may be pre- 
served. The state could subsidize and could set 
up any necessary safeguarding regulations, but 
the direction could be best left to voluntary bodies. 
On the other hand, if the day should come when 
voluntary control would be abused or permitted 
to strangle the hospitals and professional groups, 
we might even agree that rigid state regulations 
might prove highly advantageous. 
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Feathers 


Federal Specification for Feathers, C.F.-151 
provides as follows: 


Feathers shall be of but one grade, and of the 
following kinds as specified, chicken, prime; duck; 
goose. 


Feathers shall be of domestic production, all 
new, and contain no stripped, broken, or chopped 
feathers or large wing or tail quills; shall be 
free from grit, dirt, epidermis, and other foreign 
substances, and shall show no evidence of dam- 
age by moths. 


The curing process shall free the feathers from 
objectionable odor, and shall leave no odor due 
to the deodorizing process used. Shall be well 
dusted, washed, dried, sterilized, and disinfected. 


The quill stem of any feather shall display plia- 
bility and shall not break, snap, or crack when the 
two ends are subjected to mechanical action by 
being bent around each other. 


Chicken feathers shall be curled but not chopped 
or crushed or show any more pith than is natural 
to the curling operation. 


Duck feathers shall be new duck feathers not 
over four inches in length when flattened out, 
shall average between two and three inches in 
length and contain not less than ten per cent nat- 
ural down. Shall be free from chicken and turkey 
feathers. 


Goose feathers shall be new goose feathers, 
averaging between two and three inches in length 
and none to be over four inches in length when 
flattened out. Shall be free from chicken and 
turkey feathers. 
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A tolerance of two per cent is allowable for 
feathers other than duck feathers, and a tolerance 
of two per cent is allowable for feathers broken 
or longer than four inches in length. 


Sampling Inspection and Tests 


Samples shall be taken at random from de- 
lieveries for determination of compliance with 
specifications. 


Cleanliness 


Chicken feathers—Immerse one ounce of 
feathers in three liters of a one per cent ammonia 
solution. When thoroughly wet stir vigorously 
for one minute and strain wash water into clean 
receptacle. When viewed through a Nessler tube 
100 mm of the wash-water shall not be darker in 
color than 100 mm of a 0.05 solution of anhydrous 
ferric nitrate in distilled water similarly viewed. 


Duck and goose feathers—Immerse two ounces 
of feathers in one liter of water and after standing 
for two hours and becoming entirely soaked with 
water, the entire mass is to be agitated the same 
as for ordinary cloth, washing until all clinging 
dirt and impurities are separated from the 
feathers. The feathers and feather particles are 
screened from the water and the excess water is 
removed from the feathers by squeezing with the 
hands. Observe whether the resulting solution 
is cloudy, dirty, or clear. Allow this solution to 
stand 72 hours at room temperature in open con- 
tainers. Observe this solution for presence of 
decomposition and offensive odors. The solution 
should be free from offensive odors to comply with 
this specification. 
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Among the Associations 


State and Province Association News 


Coming Meetings 
Association of Western Hospitals, San Fran- 


cisco, California, February 28-March 3, 1938 


Massachusetts Hospital Association, Boston, 
March 9 


New England Hospital Association, Boston, 
March 10-12 


Maine Hospital Association, Boston, March 
10-12 


New Hampshire Hospital Association, Boston, 
March 10-12 


Hospital Association of Rhode Island, Boston, 
March 10-12 


Iowa Hospital Association, Burlington, March 
28-30 


Georgia Hospital Association, Birmingham, 
April 


Ohio Hospital Association, Columbus, April 5-7 


Alabama Hospital Association, Birmingham, 
April 7-9 


Florida Hospital Association, Birmingham, Al- 
abama, April 7-9 


Southeastern Hospital Association, Birming- 
ham, Alabama, April 7-9 


South Carolina Hospital Association, Columbia, 
April 11 


Texas Hospital Association, Houston, April 


Tri-State Conference, (Virginia, South Caro- 
lina, and North Carolina Hospital Associations), 
Columbia, South Carolina, April 14-16 


Mississippi State Hospital Association, Jack- 
son, April 18 


Mid-West Hospital Association, Kansas City, 
April 21-22 


Missouri Hospital Association, Kansas City, 
April 21-22 
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Hospital Association of Pennsylvania, Pitts- 
burgh, April 27-29 


Tri-State Hospital Assembly, (Illinois, Indiana, 
and Wisconsin), Chicago, May 4-6 


Arkansas Hospital Association, Fort Smith, 
May 16 


Hospital Association of New York State, Buf- 
falo, May 18-20 


Minnesota Hospital Association, Minneapolis, 
May 26-28 


Louisiana Hospital Association, New Orleans, 
May 


New Jersey Hospital Association, Jersey City, 
June 2-4 


Hospital Association of Nova Scotia and Prince 
Edward Island, Canada, June 


Michigan Hospital Association, Marquette, 
June 


Manitoba Hospital Association, Selkirk, Can- 
ada, June 23-24 


Hospital Association of West Virginia, Charles- 
ton, August 


American Protestant Hospital Association, Dal- 
las, September 24-26 


American College of Hospital Administrators, 
Dallas, September 25-26 


Children’s Hospital Association, Dallas, Sep- 
tember 26-30 


National Association of Nurse Anesthetists, 
Dallas, September 27-29 


Kansas Hospital Association, Pratt, October 29 


Saskatchewan Hospital Association, Moose 
Jaw, October 


Ontario Hospital Association, Toronto, October 
19-21 


American Public Health Association, Kansas 
City, October 25-28 


Connecticut Hospital Association, November 
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The Association of Western Hospitals and 
Western Conference of Catholic 
Hospital Association 


From February 28 to March 3, San Francisco 
will be host to the largest gathering of hospital 
groups that will be held in the Western States 
during the present year. The two large associa- 
tions, The Association of Western Hospitals and 
the Western Conference of Catholic Hospitals, 
will gather in their annual conventions. The pro- 
grams will engage the interest and attract the 
attendance of hospital workers from all of the 
Western States. 


The arrangement of themes and subjects to be 
presented for the week: 


Monday, February 28 
The Place of the Hospital 


Tuesday, March 1 
Morning 
Increased cost of Hospitalization with a 
Demonstration of Departmental Increases 


Afternoon 


New Administrative Measures to Offset In- 
creased Costs 


Wednesday, March 2 
Morning 
The Increased Cost of Professional Care 
Afternoon 
Modern Day Hospital Personnel Problems 


Thursday, March 3 
Morning 
Group Hospitalization 





Afternoon 
New Legislation Affecting Hospitals 
Sectional meetings and conferences will be ar- 
ranged for each day between intermissions of 
morning and afternoon programs. 


The demonstrations of hospital departments 
under actual operation will be staged during the 
days of the conventions. 


The commercial and educational exhibits have 
been well arranged, and time has been provided 
on each day’s program for inspection of these in- 
teresting exhibits in which almost one hundred 
firms will participate. 


The conventions of the Western hospitals are 
of increasing importance to the hospital field. 
Every one who can possibly arrange their com- 
mitments should attend the San _ Francisco 
Convention. 





Maine Hospital Association 


The annual meeting of the Maine Hospital As- 
sociation was held December 17, 1937, at the 
Central Maine General Hospital in Lewiston, 
Maine, with Dr. Joelle Hiebert presiding. 


During the business meeting the constitution 
and by-laws that had previously been prepared 
were read and discussed and with the necessary 
changes were approved and accepted. Fifteen 
hospitals were represented in the attendance. 


The following officers were elected for the en- 
suing year: President, Dr. Joelle C. Hiebert of 
the Central Maine General Hospital, Lewiston; 
Vice-President, Dr. Stephen Brown of the Maine 
General Hospital, Portland; Secretary and Treas- 
urer, Miss Margaret A. Hebert, R.N., of the Gar- 
diner General Hospital, Gardiner. 





Automatic Control of Dish-Washing 


Studies carried out at the Army Medical Cen- 
ter, Washington, D. C., by Major Wesley Cox led 
him to the conclusion that due to the compara- 
tively low grade of labor usually employed for 
dishwashing, the only way to assure adequate 
sanitation was by the use of machines with auto- 
matic rather than manual control. 


Using a standard tank model machine with an 
automatically controlled steam injector to the 
wash tank, he added an automatic time and tem- 
perature control which prevented any interfer- 
ence with the predetermined time or temperature 
of the washing process. Extensive studies re- 
sulted in the adoption of a temperature of 160°F 
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(actual temperature in the tank) for 60 seconds 
for the washing process. 


It was determined that efficient rinsing re- 
quired 8 to 10 seconds with water at 40 lbs. pres- 
sure and 180°F. As the last water supply was 
not up to this temperature, accessory heating to 
the required temperature was provided for by the 
installation of a regulating valve in the hot water 
line which mixes steam with the hot water ade- 
quate to deliver the water at the required tem- 
perature and pressures. 


All the automatic control features except the 
door-locking device which prevents interference 
with the automatic operation of the process are 
adaptable to both single and double tank ma- 
chines of the various manufacturers. 
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SOMETHING New 














“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








Business - ‘“Howis business?” That is an ugly 
question to the sensitive ears of 
“intellectuals,” poets, scientists and 


artists in general. 


But it is, I have come to see, one of the most 
important—if not THE most important—question 
in the world. 


Everything depends on the state of business. 
Astronomers could not have giant telescopes with 
which to map out the nebulae, poets could not have 
paper and ink, artists could not have easels or 
paint or canvas, professors could not even have a 
soap box to stand on to teach Kant and Plato; the 
scientist, hidden in the recesses of his laboratory, 
would not have test tubes to play with, philoso- 
phers would not have the leisure in which to think 
out new systems of thought—not to speak of 
FOOD—if it were not for this despised Cinderella 
of the world—BUSINESS. 


All that we do depends on money—and back of 
the money stands the business man, the endowers 
of universities and foundations, and also the sales- 
men, FOR PROFIT, of soap boxes, scalpels, books, 
and, in fact, of everything under the sun. 


The rise and fall of cultures have depended al- 
most entirely on business, big business, epical bus- 
iness. 


And I could not put these thoughts on paper, 
and you would not be able to read them, if it were 
not for the BUSINESS MAN! 

Benjamin DeCasseres. 
‘ici 

In your hydrotherapy 
department, if the con- 
tinuous flow tub has 
been a problem you will be interested in a new 
development introduced by Powers Regulator 
Company. First of all, the element of safety has 
been approached from a scientific angle, and the 
problem solved ingeniously. The result is a self- 
operating remote control unit. Powers will 
demonstrate that it has special advantages in its 
method of operation. As to economy, they show 
this example of savings: 


A New Control for 
Continuous Flow Tubs 


“Assuming a mean yearly cold water tempera- 
ture of 50°, a tub used 250 eight-hour days per 
year, a maximum rate of flow of six gallons per 
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minute, a 95° tub temperature, coal at 12,000 
B.t.u.’s per pound, and 65 per cent overall heat 
transfer efficiency, approximately 17 tons of coal 
per year would be required. Approximately 75 
per cent of this fuel cost, or 13y, tons of coal, 
would be saved using the restricted flow system. 
The saving on the above basis, with oil as a fuel, 
would amount to 2,230 gallons. In addition to the 
fuel saving, there would be a saving of 540,000 
gallons of water per year.” 
sédabiniinilaaii 

Stainless Steel Exhibition 
Includes Medical and Dental Uses 


The visitor to 
New York 
will want to 
see the Stainless Steel Exhibition that has opened 
for a limited period in the New York Museum 
of Science and Industry, RCA Building, Rocke- 
feller Center, New York City. You will see in- 
teresting examples of stainless steel surgical, 
obstetrical, and dental instruments, and will ac- 
quire a new realization of the durability of stain- 
less steel, the ease with which it can be sterilized, 
and its general importance in maintaining sani- 
tary conditions. This exposition, which is spon- 
sored jointly by Electro Metallurgical Company, 
Unit of Union Carbide and Carbon Corporation, 
New York, and the Museum, is open every day 
from 10:00 a. m. to 10:00 p. m. 


Every aspect of stainless steel—its history, de- 
velopment, production, fabrication, and uses—is 
portrayed in a comprehensive, interesting and 
educational manner. Hundreds of stainless steel 
products for use in practically every conceivable 
field, have been sent to the exhibit by fabricators 
from all over the United States. 

ccostiaitallibtiniaces 

A New Germicide The odors of many disin- 
with a Pleasant Odor fectants are often objec- 

tionable under ordinary 
circumstances, especially where the patient is apt 
to be unusually sensitive to odors. An answer to 
this problem is offered in “Phenolor,” a new 
germicide with the pleasant scent of lavender, 
made by E. R. Squibb & Sons. Additionally in- 
teresting is the fact that “Phenolor” is non-toxic 
if accidentally swallowed, nor will it burn if 
spilled on the skin. 


It is obvious that a disinfectant with such 
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attributes will find high favor in a well-ordered 


hospital. The elimination of so-called “hospital 
odors” is a subject to which much thought is 
being given. “Phenolor” will be most welcome 
around the patient. 


A leaflet will be sent on request if you will 
address Hospital Division, E. R. Squibb & Sons, 
745 Fifth Avenue, New York City. 


a 


The Kenwood Electric Steam 
Kettle is a compact, easily 
portable vaporizing unit with 
which a controlled stream of steam may be di- 
rected at the patient. Its height is adjustable so 
that it can be used while the patient is lying down 
or sitting up. To operate you merely fill the 
kettle with water and plug into any 110-a.c. outlet. 
A medicant cup on the outside of the kettle per- 
mits using medicant when desired without gum- 
ming up the heating element or interior of kettle. 
The kettle is ivory porcelain enamel with black 
trim. The stand and heavily weighted base are 
chrome plated. The vaporizer operates 114 to 2 
hours on one filling. It weights only 17 Ibs. It 
sells fcr $15.00. Made by Will Ross, Inc., Mil- 
waukee. 


A New Vaporizer 
for Hospital Use 


————_—___. 
100 Hand Washes 
for One Cent 


An improvement in wash- 
room equipment has_ been 
made by the Colgate-Palm- 
olive-Peet Company with the introduction of a 
new all-metal “Measured Soap” Dispenser. 


Constructed of sturdy chromium plated metal, 
the dispenser is said to be unbreakable. It has 
a non-shatterable reservoir window, that allows 
an easy check of soap supply. 


Designed for service in all public or semi-public 
wash rooms, this dispenser is surprisingly 
economical, because, the manufacturer explains, 
it “measures out” just the right amount of soap 
each time. Two operations of the plunger deliver 
just enough soap for one good wash. The gen- 
erous size reservoir holds enough soap for 300 
washes. 


Tests prove it provides 100 washes for 1 cent— 
Saves as much as 40 per cent on soap costs. 


This dry soap system provides an up-to-date 
economical way to equip washrooms, and is espe- 
cially helpful in promoting healthful cleanliness. 
nisaciliiaaiialate 

You become interested in the 
idea of quiet in your hospital 
when you see what engineers 
are doing to achieve it. When we read the en- 
thusiastic description of a new model floor 
machine which Mr. Kent of The Kent Company 
sent us recently, we realized what one or several 


Calling Attention 
to Quiet 
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of these machines might mean in the housekeep- 
ing department of any hospital. They have a 
new eleven inch size, built especially for smaller 
institutions. Mr. Kent writes us that larger 
hospitals buy this small machine to use in 
separate departments, thus eliminating the 
necessity of moving the larger model from one 
department to another. Technically, the quiet 
Kent has numerous fine points but let the Kent 
people tell you about them. You can reach them 
at 103 Canal Street, Rome, New York. 
ieceicaiiingsina 
What Do You Know About It is surprising 
the Care of Chinaware? what a study of this 
subject can do for 
the chinaware in your hospital. The research 
laboratory of Onondaga Pottery Company, under 
Dr. E. S. Schram, is responsible for a booklet 
which ought to give you an entirely new concept 
of what you can expect from the right way to 
store, handle, and care for china. It will be worth 
your time to read this book. They will send you 
a copy if you write to them at Syracuse, New 
York. 
en 
The New Glassware We think that if you read 
for Your Laboratory the folder published by 
Corning Glass Works de- 
scribing the newer “Pyrex” ware you will get 
entirely new ideas for the service you expect from 
your laboratory. They just take the requirements 
of a hospital and fill them in such a specific, in- 
telligent way you will find it hard not to be 
enthusiastic. See the way they handle this idea 
of economy and labor costs. The matter of 
safety, as they demonstrate it, becomes a per- 
manent factor in your laboratory. If you have 
not seen this folder write them at Corning, 
New York. 


—____—_ 
Sanitized An interesting innovation in mat- 
Bedding tresses has recently been announced 


to the hospital field. These are mat- 
tresses which constantly sterilize themselves. 
The company offering them claims that with them 
all known pyogenic bacteria are rendered harm- 
less and that vermin will not breed on them. The 
ticking of the mattress is specially processed to 
make it actively antiseptic and inimical to the 
propagation of disease germs. A mattress of this 
type would greatly reduce the possibility of infec- 
tion to the occupant of the bed as well as to the 
help that handles the bedding. Although the 
treatment of the material involves a toxic war- 
time gas, the mattress does not irritate tenderest 
skin and is non-toxic. The manufacturer backs 
his claims with certified tests and reports. Send 
to Doehler Metal Furniture Co., 192 Lexington 
Ave., New York City, for detailed literature. 
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MONEY - LABOR - MATERIALS 
Saved WITH THE NEW 
HOSPITAL 
SOAP CHART 





































WE’VE CERTAINLY 
CUT OUR SOAP 
COSTS, MISS BLAKE 


YES, AND SIMPLIFIED 
OUR CLEANING 
JOBS, TOO—THANKS 
TO THIS C.P.P. 
HOSPITAL SOAP 











- ALREADY hundreds of hospitals 
v3 are using the new Colgate- 
Palmolive-Peet Hospital Soap Chart 
—realizing important savings on 


Hl Sz: 


maintenance cleaning costs! 





Be sure to get your copy of this 
efficient, accurate chart from your 
Colgate-Palmolive-Peet representa- 
tive on his next call! It will help you 
select the correct soap for every job 
—cut your inventory to six types of 
soap. Clear, simple—anyone can fol- 





low it. 


Valuable Free Booklet 


At the same time, ask your C.P.P. 
man for the new FREE booklet, 
“Hospital Cleanliness.” It supple- 
ments the chart and gives all the lat- 
est information on modern cleaning 
methods. Or, if you prefer, write us 
and we will have our representative 





see you at the first opportunity. 








| tients refer 


COLGATE-PALMOLIVE-PEET CO. 


105 Hudson St., Jersey City, N.J. nee Sh : 


as 
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News 


Sister M. Annunciata has been named superin- 
tendent of the Spencer Hospital, Meadville, Penn- 


sylvania. 
——@——_ 


W. E. Avery, Jr., has resigned as superinten- 
dent of the Ware County Hospital, Waycross, 


Georgia. 
——_~<__—_ 


Rahno M. Beamish, former assistant superin- 
tendent of nurses in the Toronto Western Hos- 
pital, Toronto, Ontario, has been appointed super- 
intendent of the Owen Sound General and Marine 
Hospital, Owen Sound, Ontario. 

‘inception: ne 

Robert G. Bell, M. D., superintendent of The 
Outlook Champaign Tuberculosis Sanatorium, Ur- 
bana, Illinois, for the past ten years, resigned re- 
cently. Dr. Bell’s successor has not been named. 

PEA ON 

Lora D. Brown, night supervisor at Riverside 
Hospital, Paducah, Kentucky, has been named 
acting superintendent to succeed Mrs. Gela H. 
Schulte who resigned. Mrs. Schulte plans to enter 
Ohio State University for post-graduate work. 

siceimtaldiaaiiieacas 

Caroline Champion, who has held a supervising 
position at the Florence Crittendon Hospital, De- 
troit, Michigan, has been appointed superin- 
tendent of the Schirrman Hospital, Portsmouth, 
Ohio. Miss Champion succeeds Mrs. Edna Boyer 
White, who was married recently. 

—_ 

George H. Conklin, M. D., superintendent for 
the past four years of the Middle River Sana- 
torium, ‘Hawthorne, Wisconsin, has resigned be- 
cause of poor health. Dr. Conklin’s successor has 


not been named. 
——>___—_ 


Eugene H. Dibble, Jr., M.D., former medical 
director of the John Andrew Memorial Hospital, 
Tuskegee, Alabama, has been appointed manager 
of the Veterans Administration Facility, Tuske- 
gee, Alabama. 

ieiteiadiiitiantes’. 

Sister M. Gertrude has been appointed superin- 
tendent of St. Mary’s Hospital of Philadelphia, 
to succeed Sister M. Agneta. 

sisi lliatieaeas 

Goldie Gruver of Montgomery, Alabama, has 
been appointed superintendent of the Henderson 
Hospital, Henderson, Kentucky, to succeed Mrs. 
Anna Elliott Bohon, who retired. 

‘sSeaidaalisinacaii 

Maude Howell has been named superintendent 
of the King’s Daughters’ Hospital, Gulfport, Mis- 
sissippi. 
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Notes 


L. A. Johnson, superintendent of the Iowa 
Lutheran Hospital, Des Moines, Iowa, for the past 
six years, has resigned. 

kee eas 

Mary Jones, superintendent of the West Side 
Hospital, Scranton, Pennsylvania for the past 
twenty years, resigned recently. 

weilnigatiaeboeces 

M. W. Kent, M.D., superintendent of the Anoka 
State Hospital, Anoka, Minnesota, will head the 
new hospital for the insane at Moose Lake when 
it is completed. Walter P. Gardner, M.D., assist- 
ant superintendent at Anoka State Hospital, suc- 
ceeds Dr. Kent. 


ubcediaindidcss 

Mary R. McCarthy has been appointed to suc- 
ceed the late Mrs. Susan Nicholson as superin- 
tendent of the Bessie Burke Memorial Hospital, 
Lawrence, Massachusetts. 

scoasabinbailecc nase 

Mae L. Messing, supervisor for the past three 
years at the Marshall Browning Hospital, Du- 
quoin, Illinois, has been appointed superintendent 


of the institution. 
—_—_—__p—_—. 


Pearl Morrison, former superintendent of 
nurses in the Sibley Hospital, Washington, D. C., 
has been appointed superintendent of the Toronto 
Hospital for Incurables, Toronto, Ontario. 

ascshndilliteisbiicie 

Lawrence R. Payne, assistant superintendent of 
the Baylor University Hospital, Dallas, Texas, 
has been appointed superintendent of the Central 
Texas Baptist Sanitarium, at Waco, Texas. Mr. 
Payne succeeds H. R. Haney, who resigned after 
twelve years of service. 

——< 

Sister Anna Regina has been appointed super- 

intendent of St. Joseph’s Hospital, Pittsburgh, 


Pennsylvania. 
—_——@———— 


Rev. R. E. Rich has resigned as superintendent 
of the Black Hills Methodist Hospital, Rapid City, 
South Dakota. 


tenn 
Sister M. Rita succeeds Sister M. Elizabeth as 
superintendent of St. Vincent’s Hospital, Erie, 


Pennsylvania. 
a 


Kenneth S. Scott, M. D., has been appointed 
superintendent of the Pennsylvania Epileptic 
Hospital and Colony Farm, West Chester, Penn- 
sylvania. Dr. Scott succeeds his father, Dr. J. 
Clifford Scott, who died recently. 


—_ 

T. Dwight Sloan, M.D., of University, Virginia, 
has been appointed superintendent of Flagler 
Hospital, St. Augustine, Florida. 
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PHYSICIANS... 


HOSPITAL ADMINISTRATORS... GRADUATE NURSES...DIETITIANS... 





TECHNICIANS 


M. BURNEICE LARSON, 
DIRECTOR 


Two things make a hospital great. . superb design . . 
. . superb personnel 


... but ONE of them will do if the other isn’t yours 
... one of them... if that one of two is the people 
that are in it. 


If all the people that you employ are of that rarer, 
finer breed that Joves the work it does, if all of 
them are eager, if all are understanding, know the 
purpose and the value of a smile, if all are skillful, 
self reliant, self starters, smart ... you'll know it 
in the fame that’s yours. 


W ould you like people like that for your hospital P 
one? or twoP ten? twenty? complete personnel? of 
that rarer, finer, purposeful, useful kind? 


Did you know that you can get them here? or, that 
we will find them for youP 


Many are registered with us now, these finer hos- 
pital men and women, waiting, expecting to be 
fitted into jobs they’d revel in; jobs they’d fit ment- 
ally, physically; jobs they’d work and smile in, the 
livelong day ... for years. 


From these you can choose ... or we'll find others, 
exactly the ones you want. Write and tell the kind 
of work that you want done; ask for folks who’d 
help you make your hospital great. We'll find them 
for you. That is our great work. 


The MEDICAL BUREAU 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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Huston K. Spangler, M. D., has resigned as as- 
sistant superintendent of Worcester City Hos- 
pital, Worcester, Mass., to accept the superin- 
tendency of the Valley View Hospital, Ada, Okla- 


homa, which was completed recently. 
—_$ 


Florence A. Specht has been appointed super- 


intendent of Memorial Hospital, Norwalk, Ohio. 
—~<———— 


Edith J. Steffens has been appointed superin- 
tendent of Reed City Hospital, Reed City, Michi- 


gan. 
——_——— 


Charles D. Thomas, M. D., has been appointed 
assistant superintendent and associate medical 
director of the North Carolina Sanatorium, Sana- 
torium, North Carolina. Dr. Thomas succeeds 
Dr. Samuel M. Bittinger, who has accepted the 
position of assistant superintendent and medical 
director at the new Western North Carolina Sana- 
torium at Black Mountain. 





Mary E. Thompson succeeds Mrs. Minnie Prot- 
tinger as superintendent of the Huntington Coun- 
ty Hospital, Huntington, Indiana. Formerly, 
Miss Thompson was superintendent of the Meth- 
odist Episcopal Hospital, Princeton, Indiana. 





Lottie Tuesink of Holland, Michigan, has been 
named as superintendent of Pennock Hospital, 
Hastings, Michigan. Miss Tuesink succeeds 


Florence Smith who resigned. 
a een 


Col. O. D. Westcott has been appointed super- 
intendent of the Veterans Administration Facil- 
ity, Walla Walla, Washington. Col. Westcott was 
formerly superintendent of the Veterans Admin- 


istration Facility, Muskogee, Oklahoma. 
a 


Edward A. B. Willmer has been appointed su- 
perintendent of The New York Society for the 
Relief of the Ruptured and Crippled of New York 
City to succeed Joseph D. Flick who died in De- 


cember. 
— ee 


Clarksville, Arkansas—A new City Hospital 
which will be operated by a group of Catholic 
Sisters is to be erected in Clarksville, Arkansas. 


EH 

Helena, Arkansas—The Helena Hospital Board 
has made application to the Commonwealth Fund 
of New York for a grant of $260,000 with which 
to construct a modern 63-bed hospital in Helena, 
Arkansas. 

——_<—————— 

Palo Alto, California—Plans are being con- 
sidered for the building of a new wing to the Palo 
Alto Hospital, Palo Alto, California, to relieve 
the over-crowded conditions. 


—_@———— 

San Francisco, California—The new Raphael 
Weill Memorial wing of the French Hospital, San 
Francisco, constructed at a cost of $20,000, was 
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dedicated and opened to the public the last week 


_in December. 


‘iaheaiiek. 

Alamosa, Colorado — Contracts have been 
awarded for the construction of the new commu- 
nity hospital to be built in Alamosa, Colorado. 
The building, which will cost approximately $76,- 
000, is expected to be completed by the last of 
May. 


iecincniiitealaliiins 

Washington, D. C.—Sites are being inspected 
and considered for the new $5,000,000 naval hos- 
pital which will be erected in the District of 
Columbia next year. The present plans for the 
building call for a large central building of sky- 
scraper design with low pavilions radiating from 
it. 

Wilmington, Delaware—The new annex to St. 
Francis Hospital, Wilmington, Delaware, which 
has been under construction for the past year, 
has been formally opened and is ready for oc- 
cupancy. ; 

ae re. 

Jacksonville, Florida — Application has been 
made to the Works Progress Administration for 
financial assistance in the erection of a three- 
story brick addition to the Duval County Hospi- 
tal, Jacksonville, Florida. The proposed project 
provides for badly needed space for 160 additional 
beds, an out-patient department, laboratory, and 


operating rooms. 
—_<__— 


Orlando, Florida—Dedication ceremonies for 
Florida’s first tuberculosis sanatorium were held 
January 3. The sanatorium, which is situated 
in the center of a 160-acre tract of land donated 
by the City of Orlando, was financed by a state 
appropriation and a loan grant from the Federal 
Emergency Administration. It will cost when 
completely equipped more than $700,000. It is 
a three-story brick and concrete structure in mod- 


ernistic style. 
——_>———— 


Brookfield, Illinois—The entire estate of Mrs. 
Cynthia J. Hendricks, estimated at $40,000, was 
bequeathed to the City of Brookfield, Illinois, for 


the construction of a memorial hospital. 
——_»———— 


Princeton, Illinois—A new wing which will cost 
$47,497 is to be added to the Perry Memorial Hos- 


pital in Princeton, Illinois. 
——————_—— 


Woodstock, Illinois—The new 25-bed Wood- 
stock Public Hospital, Woodstock, Illinois, was 
opened to the public on January 5. This modern, 
well equipped addition was built at a cost of ap- 
proximately $70,000. 


—_—_— 

Jefferson, Iowa—The Greene County Hospital 
located in Jefferson, Iowa, which was completed 
recently at a cost of $100,000, was opened to the 
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(JEHLER METAL FURNITURE COMPANY: Nc 
192 LEXINGTON AVENUE @ NEW YORK CITY Ata 


February, 1938 


@ A Doehler self-sterilizing mattress removes all fear and con- 
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cern of mattress transmission of infection. Even in the case of a 





simple tonsillectomy, where the bed has been occupied only one 





night, the patient may have left on the mattress unsuspected 





disease germs. Despite their virility and virulence; despite the 





patient’s lowered resistance, all deadly bacteria are rendered 





utterly impotent—they cannot possibly transmit any type of infec- 





tion on a Doehler Sanitized mattress. If it’s Sanitized—it’s safe. 





Sanitized mattresses save time and labor. By sterilizing itself, it calls for no other cleansing. 
The antiseptic properties are not affected to any determinable degree by vigorous or constant brush- 
ing or by ordinary sterilization or dry cleaning methods. This remarkable process that protects 
the patient, protects the material as well. It strengthens the fibers by making them less susceptible 
to disintegrating influences. Safer because it renders fabrics less inflammable. 


Doehler Sanitized mattresses are designed in accordance with approved modern hospital practice 
to give the utmost in comfort and durability. The materials and workmanship are of the highest 
grade—a pre-eminent characteristic of all Doehler products. We can supply any type of mattress 


in accordance with your own specifications, incorporating the Sanitized safety feature. 


Send today for Brochure No. 112 containing detailed in formation. 


BRANCH OFFICES: 
2184 EAST 9TH STREET, CLEVELAND, OHIO... . . .MAIN 4042 
99-103 PORTLAND STREET, BOSTON, MASS... . . LAFAYETTE 5344 
209 MILLS BUILDING, WASHINGTON, D.C... . . NATIONAL 5589 











public on New Year’s Day. A dedication pro- 
gram is being planned which will be held in May, 
probably on National Hospital Day. 

Norton, Kansas—A new 240-bed hospital is to 
be constructed at Norton, Kansas. The building 
will be five stories high and will cost $367,000. 
A portion of the expense of the building will be 
borne by the PWA. 

stalactites! 

Oswego, Kansas—City officials of Oswego, Kan- 
sas are considering the feasibility of building a 
city hospital. No plans have been made but it 
has been estimated that a hospital which would 
meet the requirements of the city would cost in 
the neighborhood of $1,000 per bed. 

ete ain 

New Orleans, Louisiana—Bids for the con- 
struction of the new Charity Hospital, New 
Orleans, are being received. They will be sub- 
ject to Public Works Administration construction 
regulations and will cover construction of all 
three buildings with the exception of electrical 
work and elevators. 

saiiatiliilie dai 

Sykesville, Maryland—Construction of two new 
units at Springfield State Hospital, Sykesville, 
Maryland, will be started by the first of February. 
The additions which will cost $245,500, will pro- 
vide space for150 beds for tuberculosis patients 
and a dormitory building for male attendants. 

eh 

Boston, Massachusetts—Authorization has been 
given by the WPA for the modernizing and im- 
proving of Boston City Hospital and its branches. 
Plans submitted entail an expenditure of 
$1,465,621. 

en 

Ludington, Michigan—Plans are being made 
for the construction of a new Mason County Hos- 
pital in Ludington, Michigan, to replace the 
Paulina Stearns Hospital built thirty-one years 
ago. Construction will start in the spring as soon 
as weather conditions permit. 

sisi leiani 

Traverse City, Michigan —A receiving unit 
which will cost $750,000 and accommodate 300 
patients will be added to the Traverse City State 
Hospital, Traverse City, Michigan, this year, be- 
ing the first structure to be erected under Mich- 
igan’s new $16,000,000 expansion program. 

The unit will be in the form of a cross with 
four 300-foot wings converging on the adminis- 
trative center of the building. It will be four 
stories high with full basement and, in addition 
to beds, will house the x-ray laboratory. 

The new unit will not relieve completely the 
Thaverse City Hospital congestion where 2,500 
patients are cared for in a plant designed for 
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1,900. All patients entering the institution will 
be held in the receiving unit under observation 


‘before being assigned to cottages or wards. 


Dr. Joseph E. Barrett, recently appointed state 
hospital commissioner, and Harold D. Smith, state 
budget director, have conferred with Dr. R. P. 
Sheets, hospital medical superintendent, and se- 
lected the site of the new hospital. Angell and 
Shreve, Detroit architects, will have plans and 
specifications ready so that bids may be taken in 
March with construction to start in April. It is 
hoped the added unit will be ready for occupancy 
early in 1939. 


Senigiibiabiieadt. 

Fairmont, Minnesota — Fairmont Hospital, 
which will soon occupy its new hospital and clinic 
building has had its name changed to the Hunt 
Hospital. The Fairmont Hospital was established 
in Fairmont, Minnesota, in 1914, by Drs. F. N. 
and R. C. Hunt. 


a ee 
Nevada, Missouri—The new Nevada Hospital, 
Nevada, Missouri, was opened for service Decem- 
ber 23. Ground was broken for the new municipal 
structure last February and was constructed at a 
cost of approximately $78,000. 
ceninaniiiiiaeineds 
Townsend, Montana—Construction of the new 
modern 15-bed clinic and hospital building for 
Townsend, Montana, is nearing completion. The 
hospital will be known as the Broadwater Clinic 
and Hospital and is estimated to cost $30,000. 
RES ae 
Tucumcari, New Mexico—The modern air con- 
ditioned hospital which was completed recently 
at Tucumcari, New Mexico, has been opened to 
the public. The hospital will be known as the 
Tucumcari General Hospital. 
ee 
New York City—The Jewish Memorial Hospital 
has opened its new out-patient department built 
by a donation of the William H. Hall Foundation 
in memory of William H. Hall. The building is a 
two-story structure erected at a cost of $100,000. 
cctabitalliameaiit 


White Plains, New York—The new $150,000 
wing of the St. Agnes Hospital, White Plains, 
New York, was opened to the public January 12. 

austiliednde 

Elkin, North Carolina—The addition to the 
Hugh Chatham Memorial Hospital of Elkin, 
North Carolina, has been completed and was for- 
mally opened to the public early in January. The 
building, which doubled the capacity of the hos- 
pital, was built at a cost of $46,000. 


sin Osta 

Siler City, North Carolina—The Chatham Hos- 
pital in Siler City, North Carolina, was opened to 
the public in December. The building, which has 
a 40-bed capacity, has a modern well-equipped 
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public on New Year’s Day. A dedication pro- 
gram is being planned which will be held in May, 
probably on National Hospital Day. 

Norton, Kansas—A new 240-bed hospital is to 
be constructed at Norton, Kansas. The building 
will be five stories high and will cost $367,000. 
A portion of the expense of the building will be 
borne by the PWA. 

shasta 

Oswego, Kansas—City officials of Oswego, Kan- 
sas are considering the feasibility of building a 
city hospital. No plans have been made but it 
has been estimated that a hospital which would 
meet the requirements of the city would cost in 
the neighborhood of $1,000 per bed. 

niin amiliteactaees 

New Orleans, Louisiana—Bids for the con- 
struction of the new Charity Hospital, New 
Orleans, are being received. They will be sub- 
ject to Public Works Administration construction 
regulations and will cover construction of all 
three buildings with the exception of electrical 
work and elevators. 

ee eens 

Sykesville, Maryland—Construction of two new 
units at Springfield State Hospital, Sykesville, 
Maryland, will be started by the first of February. 
The additions which will cost $245,500, will pro- 
vide space for*150 beds for tuberculosis patients 
and a dormitory building for male attendants. 

Tatipalitiis heats 

Boston, Massachusetts—Authorization has been 
given by the WPA for the modernizing and im- 
proving of Boston City Hospital and its branches. 
Plans submitted entail an expenditure of 
$1,465,621. 


eee 


Ludington, Michigan—Plans are being made 
for the construction of a new Mason County Hos- 
pital in Ludington, Michigan, to replace the 
Paulina Stearns Hospital built thirty-one years 
ago. Construction will start in the spring as soon 
as weather conditions permit. 

a ee 

Traverse City, Michigan —A receiving unit 
which will cost $750,000 and accommodate 300 
patients will be added to the Traverse City State 
Hospital, Traverse City, Michigan, this year, be- 
ing the first structure to be erected under Mich- 
igan’s new $16,000,000 expansion program. 

The unit will be in the form of a cross with 
four 300-foot wings converging on the adminis- 
trative center of the building. It will be four 
stories high with full basement and, in addition 
to beds, will house the x-ray laboratory. 

The new unit will not relieve completely the 
Thaverse City Hospital congestion where 2,500 
patients are cared for in a plant designed for 
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1,900. All patients entering the institution will 
be held in the receiving unit under observation 


' before being assigned to cottages or wards. 


Dr. Joseph E. Barrett, recently appointed state 
hospital commissioner, and Harold D. Smith, state 
budget director, have conferred with Dr. R. P. 
Sheets, hospital medical superintendent, and se- 
lected the site of the new hospital. Angell and 
Shreve, Detroit architects, will have plans and 
specifications ready so that bids may be taken in 
March with construction to start in April. It is 
hoped the added unit will be ready for occupancy 
early in 1939. 


ibaa 

Fairmont, Minnesota — Fairmont Hospital, 
which will soon occupy its new hospital and clinic 
building has had its name changed to the Hunt 
Hospital. The Fairmont Hospital was established 
in Fairmont, Minnesota, in 1914, by Drs. F. N. 
and R. C. Hunt. 


siete 
Nevada, Missouri—The new Nevada Hospital, 
Nevada, Missouri, was opened for service Decem- 
ber 23. Ground was broken for the new municipal 
structure last February and was constructed at a 
cost of approximately $78,000. 
dentable 
Townsend, Montana—Construction of the new 
modern 15-bed clinic and hospital building for 
Townsend, Montana, is nearing completion. The 
hospital will be known as the Broadwater Clinic 
and Hospital and is estimated to cost $30,000. 


scendeldelinditiesias 

Tucumcari, New Mexico—The modern air con- 
ditioned hospital which was completed recently 
at Tucumcari, New Mexico, has been opened to 
the public. The hospital will be known as the 
Tucumcari General Hospital. 

—__—_—. 

New York City—The Jewish Memorial Hospital 
has opened its new out-patient department built 
by a donation of the William H. Hall Foundation 
in memory of William H. Hall. The building is a 
two-story structure erected at a cost of $100,000. 

I tHe, 


White Plains, New York—The new $150,000 
wing of the St. Agnes Hospital, White Plains, 
New York, was opened to the public January 12. 


—— 


Elkin, North Carolina—The addition to the 
Hugh Chatham Memorial Hospital of Elkin, 
North Carolina, has been completed and was for- 
mally opened to the public early in January. The 
building, which doubled the capacity of the hos- 
pital, was built at a cost of $46,000. 


tne Tal 

Siler City, North Carolina—The Chatham Hos- 
pital in Siler City, North Carolina, was opened to 
the public in December. The building, which has 
a 40-bed capacity, has a modern well-equipped 
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operating room, a maternity ward and nursery, 
and is so constructed that a third floor can be 
added. The hospital is operated by Dr. Clyde 
Thomas and Dr. J. B. Earle. 
Pe ES 

Fort Totten, North Dakota—In his budget mes- 
sage to Congress, President Roosevelt recom- 
mended improvements for the Indian hospitals in 
North Dakota which will cost over $100,000. The 
proposals included $41,000 for the Turtle Moun- 
tain agency, $18,000 for Fort Berthold, $23,000 
for Fort Totten, $38,000 for Standing Rock, and 
$20,000 for a Fort Totten preventorium. 


—<——— 


Bellaire, Ohio—According to the will of S. P. 
McKelvey of Shadyside, Ohio, Bellaire Hospital, 
Bellaire, Ohio, will receive a gift of $5,000. The 
money can be used at the discretion of the 
trustees, no special provisions having been made 


that it would be an endowment. 
—_—__p—__—_—. 


Columbus, Ohio—Work on the new addition to 
the Children’s Hospital, Columbus, Ohio, will be- 
gin late in May. The wing is to be a five-story 
structure instead of four as at first planned. The 
fifth floor will house the therapy pool and all 
equipment needed to take care of infantile pa- 
ralysis and similar cases. The new addition will 
provide space for 30 needed hospital beds, a dis- 


pensary, and a clinical demonstration room. 
—___—- 


Dayton, Ohio—Contract awards have been let 
for the new hospital at the Stillwater Sanatorium, 
Dayton, Ohio. The building has been made pos- 
sible by a WPA grant, and a half mill levy passed 
by the voters of the county to provide for the 
balance of the amount required to build the hos- 
pital. 


jteidaaias 

Zanesville, Ohio—As soon as final arrange- 
ments have been made, construction will be 
started on the new wing which is to be added to 
the Good Samaritan Hospital, Zanesville, Ohio. 
According to the original estimate the new addi- 
tion will cost over $100,000. 


—~>—_— 

Pawnee, Oklahoma—tThe contract has been let 
for the construction of a new $35,000 municipal 
hospital in Pawnee, Oklahoma. Construction 
will be started as soon as some changes are made 
in the original plans in order to keep the build- 


ing within the limit of available funds. 
a 


Baker, Oregon—A new addition to the St. Eliz- 
abeth’s Hospital, Baker, Oregon, has just been 
completed. The two-story structure, which was 
built at a cost of $45,000, is of reinforced con- 
crete. The hospital is operated by the Sisters of 


St. Francis. 
—_<——_——. 


Elizabethtown, Pennsylvania — Facilities for 
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200 more children will be provided at the State 
Hospital for Crippled Children at Elizabethtown, 
Pennsylvania, when the two wings which are un- 
der construction have been completed. The cost 


of the new wings is estimated at $600,000. 
—_—— > 


Erie, Pennsylvania—The 60-bed tuberculosis 
hospital which has been under construction for 
the past year at Erie, Pennsylvania, has been 
completed and opened to the public. It was built 
at a cost of $150,000. 


Sactalcdaiaaaeise: 
Harrisburg, Pennsylvania—On January 7, 
Governor Earle broke ground at the Harrisburg 
State Hospital, Harrisburg, Pennsylvania, for 
construction of additions which will provide ac- 
commodations for 300 patients. The additions 
and improvements which will cost $1,390,375 are 
being sponsored by the General State Authority 
as part of its $65,000,000 construction program. 


—_—~___—_- 
Nanticoke, Pennsylvania — Construction has 
been started on the new nurses’ home at Nanti- 


coke State Hospital, Nanticoke, Pennsylvania. 
———— 


Norristown, Pennsylvania — The Montgomery 
Hospital of Norristown, Pennsylvania, will re- 
ceive $30,000 for the establishment of a children’s 
isolation ward, through the will of Mrs. Mary S. 


Bean. 
——< 


Philadelphia.—From the estate of Mrs. Jane H. 
Harmer of Philadelphia, the Allegheny General 
Hospital of Pittsburgh will receive $5,000, the 
Children’s Hospital of Pittsburgh will receive 
$2,500, and the Germantown Hospital of Philadel- 
phia will receive $5,000. 


scananiliaaenii 

Philadelphia—The establishing of a modern 
radiological and x-ray department for the study 
of malignant diseases at the University of Penn- 
sylvania Hospital, Philadelphia, has been made 
possible by a gift of $200,000 from William H. 
Donner, former president of the Donner Steel 
Co. The fund was created as a memorial to Wil- 


liam Donner, Jr., who died in 1931. 
———— 


Pittsburgh, Pennsylvania — According to the 
will of W. G. Costin the sum of $10,000 is to be 
divided between the Children’s Hospital and Al- 
legheny General Hospital of Pittsburgh. 


aseciainebaeans 
Scranton, Pennsylvania—Bids will be opened 
February 8, for the construction work on the 
Scranton State Hospital, Scranton, Pennsylvania. 
The estimated cost of the project is $838,880. 


sabitontiess 

Somerset, Pennsylvania—An interesting public 
inspection of the new three-story addition to the 
Somerset Community Hospital, Somerset, Penn- 
sylvania, was conducted recently. The inspection 
was arranged before the plastering was started 
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‘I must do something to keep my thoughts 
fresh and growing, else I have no intelli- 
gent message for my fellow man.” 


—JAMES A. GARFIELD 
2oth President of the 
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in order that the visitors might view the general 
construction work. The new unit which is fire- 
proof, with gypsum brick partitions and sub- 
floors, will add 55 beds to the accommodations of 
the institution. 


AE oe 

White Haven, Pennsylvania—With the settling 
of the estate of Mrs. Sarah L. Smith, who died in 
1923, the White Haven Sanatorium at White 
Haven, Pennsylvania, will receive $25,000. 

Rcecsihaeiantones 

Columbia, South Carolina—Construction of the 
$350,000 South Carolina tuberculosis sanatorium 
at State Park near Columbia, South Carolina, 
which was started in March, 1937, has been com- 
pleted and plans are being made for the formal 
opening and inspection of the institution. The 
new building will accommodate 300 patients. 


ichaestiliianeoime 

Georgetown, South Carolina—Funds realized 
from the sale of Christmas seals have made pos- 
sible the building of the Georgetown County 
Tuberculosis Sanatorium for Negroes at George- 
town, South Carolina. Construction work was 
completed in December, equipment is installed, 
and final arrangements are being made for the 
reception of patients. 


ate 

Lancaster, South Carolina—A complete, modern 
hospital is to be built at Lancaster, South Caro- 
lina. The hospital will be operated on a cost 
basis. Should the income exceed the expenditures, 
the money will be used for new equipment and ad- 
ditions as needs arise. The sum of $50,000 is to 
be donated by the Duke Endowment to help 
finance the project on condition that $70,000 is 
raised by popular subscription and a site pro- 
vided. All organizations of the county are join- 
ing in the drive to help raise the money. A site 
has been donated by the family of the late Col. R. 
E. Wylie and Elliott Springs has underwritten 
$50,000, in behalf of the stockholders, officers, and 
employees of The Spring Cotton Mills, the Lan- 
caster and Chester Railway, and the Bank of Lan- 


caster. 
—_—_—_————. 
Chattanooga, Tennessee—Bids are being re- 


ceived and contracts awarded on the million- 
dollar addition to the Baroness Erlanger Hospital, 
Chattanooga, Tennessee. Contract calls for the 
completion of the addition in 270 consecutive days. 


—__<>_—__ 
Beaumont, Texas—Plans are being drafted for 
a new addition to Hotel Dieu Hospital, Beaumont, 
Texas. 


a ee 

Dallas, Texas—The Texas Children’s Hospital 
Fund has offered to erect a $200,000 hospital for 
children in Dallas, if the city and county govern- 
ment jointly contribute $50,000 annually to main- 
tain the institution for the first three years of op- 
eration. After the three year period the fund di- 
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rectors have reasonable assurance of endowments 


large enough to maintain the hospital. 
+. 


Dallas, Texas — Dedication ceremonies were 
held recently for the new free clinic and children’s 
hospital at St. Paul’s Hospital, Dallas, Texas. The 
completion of the new $125,000 clinic which will 
be known as the L. A. Pyres Memorial, marks 
thirty years of successful social service work con- 
ducted by the Sisters of Charity in connection 
with St. Paul’s hospital. 


—_—_—_—_. 
Houston, Texas—A new maternity and chil- 
dren’s hospital is under construction at St. Jo- 


seph’s Infirmary, Houston, Texas. 
———_— 
Fort Worth, Texas — Construction has been 


started on the first unit of the $500,000 City and 
County Hospital to be built in Fort Worth, Texas. 
The first unit consists of a nurses’ home to be built 
at a cost of $66,983. 


| acelin 

Houston, Texas—The new $2,500,000 Jefferson 
Davis Hospital, Houston, Texas., was opened to 
the public recently. Patients are not being trans- 
ferred from the old hospital, but all new patients 
are being admitted to the new hospital. It has not 
been decided what disposition will be made of the 
old hospital plant. 


snctanliliniaain. 

Lehi, Utah—The remodeling of the Lehi Hos- 
pital, Lehi, Utah, has been completed and patients 
have been admitted. The addition and improve- 
ments were made possible by a $14,000 WPA 
grant. 


apsiacialilieapilens 

Seattle, Washington—The new $75,000 ortho- 
pedic wing at the Swedish Hospital, Seattle, 
Washington, which was started last summer, was 
completed and dedicated just before Christmas. 
Miss Herina Eklind, superintendent of the hos- 
pital, said the new 60-bed addition was the “best 
Christmas present received this year for person- 
nel and patients.” 


a 

Richlands, West Viriginia—The $200,000 
Clinch Valley clinic which has been under con- 
struction since last spring has been completed 


and was formally opened to the public January 1. 
domenica 


Tomahawk, Wisconsin—The new modern fire- 
proof addition to the Sacred Heart Hospital, Tom- 
ahawk, Wisconsin, which was started in April, 
1937, has been completed and the formal opening 
and dedication services were held recently. 


sacnetabiliatansiay: 
Schumacher, Ontario, Canada—A gift of $20,- 
000 to the Porcupine General Hospital, Schu- 
macher, Ontario, will aid in construction of a new 
hospital and nurses’ home for adjoining Tisdale 
township. The gift was made by Frederick W. 
Schumacher of Columbus, Ohio, for whom the 
mining town of Schumacher was named. 
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NEW YORK MEDICAL EXCHANGE (AGENCY) 


gree and experience necessary; salary $125 and mainte- 
nance. (C) Practical Instructress; 280-bed hospital lo- 
cated in New Jersey; degree preferred but not essen- 
tial; salary open. 

SOCIAL SERVICE—(A) Head of Department; good experi- 
ence in Social Service work essential; New York City; 
salary open. (B) Registered nurse; degree; some social 
work; New York City; salary $1,620. (C) College gradu- 
ate; graduate of Social Service school; some experience; 
salary $1,620. 


SUPERVISORS—(A) Supervisor of Private Floor; 200-bed 
hospital located in New Jersey; training school; salary 
open. (B) ag ag tg ey small private hospital in 
New York City Y. R. N.; salary $110. (C) Night Su- 
pervisor; 300- bed Pecagiaes in New Jersey; training school; 
salary $100 and maintenance. (D) Assistant Night Su- 
pervisor; 120-bed hospital located in Westchester Coun- 
ty; eight-hour duty; N. Y. R. N.; some college work; 
training school; salary $100 and maintenance. 


ANAESTHETISTS—Several openings in and near New York. 
Salaries $110 to $125 and maintenance. 








Bedbugs. 


There is but one species of bedbugs that habit- 
ually attacks man, the variation in appearance be- 
ing due to the age and feeding condition of the 
individual bedbug. It has not been proved that 
bedbugs are disease carriers in the United States. 


Bedbugs feed by thrusting their sharp beaks 
through the skin and sucking the blood. They 
limit their food to warm blooded animals, prefera- 
bly man, but will attack poultry, rabbits, guinea 
pigs, canaries, and similar pets. They prefer to 
feed at night, but in locations not tenanted at 
night will feed in daytime in places where the 
light is subdued. If undisturbed a bedbug will 
complete its engorgement in three to five minutes 
and requires several days to digest its meal before 
it will seek its host again. 


The female lives six to eight months under 
normal conditions and lays an average of 200 eggs 
at the rate of three to four a day. At tempera- 
tures in excess of 70° F. the eggs hatch in six to 
seventeen days, and the nymphs mature in four 
to six weeks. At lower temperature hatching 
may be delayed up to twenty-eight days and 
growth may show similar delay. 


Normally the adult bedbug goes two weeks to 
two months between feedings and lives from 54 
to 316 days. 


In combatting bedbugs, their place of conceal- 
ment must be located. At first they are liable to 
be found about the seams and tufts of the mat- 
tress, later in cracks and crevices about the bed- 
stead, and when they become numerous, or after 
haphazard efforts at control, are likely to take 
refuge in cracks and crevices of the walls behind 
casings, baseboards, mouldings, wall paper, etc. 
Refuges can be located by the presence of the 
brown stains left by the bedbug where it rests, but 
in any case the daytime refuge is close to the vic- 
tim’s sleeping quarters. 


Fumigation is the best way to stamp out in- 
festation quickly, as the gases penetrate all cracks 
and crevices and kill eggs as well as bugs. Hydro- 
cyanic acid gas is the most effective fumigant but 
is so deadly to human beings that it should not 
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be used in occupied buildings except under super- 
vision of a professional exterminator licensed by 
the local health department. Safer fumigants in 
the hands of a professional fumigator are mix- 
tures of carbon dioxide with ethylene oxide, 
methyl formate, or methyl bromide, but even 
these are safe only in the hands of an expert. 
Sulphur burned at the rate of two pounds per 
1000 cubic feet of space is effective but will tarnish 
all metals unless previously coated with vaseline, 
and is liable to bleach the colors in wall paper 
or fabrics exposed to the fumes. 


Superheating. Heating the room or the entire 
building to 120° or 125° F. for several hours is 
also effective, and if done in hot summer weather 
the regular heating equipment will usually be 
adequate. Thermometers should be placed in the 
rooms to note the actual temperature attained. 


Sprays. Ordinary fly sprays consisting largely 
of high grade water-white kerosene, practically 
stainless, to which a small amount of pyrethrum 
has been added are dependable, but the spray must 
be brought into direct contact with the bedbug. 
This is best accomplished with the power sprayer 
as the hand sprayer does not usually have suffi- 
cient force. Vaporizing machines are not de- 
pendable for quick action. 


Hand application of kerosene, benzene, or 
gasoline to tufts and seams of the mattress, and in 
crevices, cracks, and joints of the bedstead and 
room is effective so far as contact with the pest 
can be attained. Rooms should be well ventilated 
during this treatment, to avoid fire and explosion 


hazards. A good solution for home use is one 
ounce of corrosive sublimate dissolved in one pint 
of alcohol to which is added one-fourth pint of 
turpentine. 


Overstuffed furniture should be removed to a 
regular fumigation chamber for treatment or, 
failing this, may be treated with liberal applica- 
tion of gasoline on an open porch. (Abstracted 
from Leaflet No. 146, U. S. Dept. of Agriculture. 
For sale by Superintendent of Documents, Wash- 
ington, D. C. Price 5 cents.) 





